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Mapharsen offers a record for effectiveness and safety as 
an antiluetic which has not been surpassed by any other 
arsenical since the days of Ehrlich. The proof lies in the 
more than ten million intravenous injections administered 
over a seven year period. 

Directly spirocheticidal without chemical change within the 
body, Mapharsen exhibits relatively constant parasiticidal 
value. It makes possible intensive action against the spiro- 
chete with comparatively small doses of arsenic. Untoward 
reactions are fewer and less severe than those attending use 
of arsphenamine and neoarsphenamine. 


Convenience and ease mark the preparation of Mapharsen 
solutions. Mapharsen dissolves readily in distilled water 
to form a neutral solution isotonic with the blood — no 
neutralization required. 

Mapharsen (meta-amino-para-hydroxy-phenylarsine ox- 
ide hydrochloride) contains 29 per cent arsenic in trivalent 
form. It does not become more toxic in the ampoule, in the 
solution, in the body, or when exposed to air. 


Supplied in 0.04 Gm. and 0.06 Gm. single-dose ampoules, 
and in 0.4 Gm. and 0.6 Gm. multiple-dose (10 dose) ampoules. 
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A Christmas Reurrie 


NEVER before in the history of civilization has the paradox of Christmas presented sharper con- 
trasts than in this year. “‘Peace on earth to men of good will” and the war of the world; the 
prayerful poverty and seclusion of Bethlehem and the turmoil of the frantic fear and restless 
expenditure of the world’s accumulated resources; the elevation of man at the crib through the 
assumption of human nature by a Divine Person and the utter debasement of man in the wan- 
ton destruction of his life in unguarded and unprepared moments; these and a thousand other con- 
trasts that force themselves upon the attention of every thoughtful man make of this Christmas of 
1941 a day and a season that challenges our faith, our love of God and humanity, and our con- 
fidence in the virtues of manhood as these have been supernaturalized in the Blessed Lord’s teach- 
















ing and practice. 









The deepest sadness of it all lies in the horrible naturalism, in the outlook of those who guide 
for the time being the whole of humanity. No matter on which side of the conflict our sympathies 
may lie — and for all the members of our Association they can lie on but one side — one might 
wish that in the attitudes and even in the participation of the belligerents there might be more 
emphasis upon those supernatural viewpoints which emanate from the crib of Bethlehem, more 
stress upon the supernatural, upon the dignity of man, upon his rights and privileges, upon the 
overwhelming lessons of Christ’s incarnation, His birth, and His life. But such is the terrible con- 
fusion of the present conflict that ideals must struggle side by side with a realism that is appalling. 
Out of the jumble as it affects our minds, there grow doubts and difficulties which can be resolved 
only by the person who sees the supernatural significance of patriotism, and of such unfortu- 
nately, there may still be too few to give its profoundest significance to the struggle in which we 















are engaged. 


Christmas, therefore, this year more than ever must be a day and a season of a supernatural 
outlook. The faith, the confidence, the charity for which the Catholic hospital has stood in its 
whole history and which it embodies as a living influence in the lives of men, have a meaning today 
which they could not possibly have had at any other time. The activities of our institutions must 
necessarily become routinized since within short periods of time, of weeks or days they must be 
applied not to thousands but literally to millions within durations of time which ordinarily would 
have required months and years. The health care which we have taught ourselves at a terrific cost 
to our own endeavors to look upon as personal service must today be thought of in many of the 
contingencies of life as group services into which the injection of a personal factor would be regarded 
as an obstacle and a danger. The faith that we have preached that the care of the individual 
patient is the care of Christ which makes for reverence, personal sacrifice, and punctilious observ- 
ance of prescriptions and regulations, must yield to the hurried fulfillment of orders which affect 
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thousands and millions at once and which must be carried out with speed, with bustle, and with tur- 
moil, at times in order to make them effective for a particular momentary objective. 


More than ever, therefore, today must faith and charity be exercised in the care of the sick and 
of the individual patient. No matter how Christ may be obscured in him, our service and devotion 
is still to Christ. No matter how loudly even the demands of a catastrophe may clamor for rapid 
group or crowd action, there must be someone left in the world who will think of the individual 
human heart that is crushed, of the. individual human mind that has yielded to the strains and 
stresses. of the individual human tear that flows from an eye that is broken with grief. There must 
be someone who will think of the cries and agonies of those that are crushed by the war ma- 
chine in its ruthless progress, someone who will listen to the weepings of those who have been 
torn limb from limb by the cruel explosion of a bomb, someone who will heed the wailings of the 
pauper whose all has been shattered by the attack from sky or sea or land. 


Christ was born in a stable not to save the human race alone but to save me, to save from 
eternal damnation every single human being as if every single human being were the only human 
being whom He came to save. The hospital, more particularly the Catholic hospital with its all 
embracing supernatural viewpoint, was organized to make its own this purpose of the Babe of 
Bethlehem. The nursing Sisterhoods were founded to make this purpose the controlling and the 
dominant purpose of their lives. Each Sister as she knelt before her Eucharistic Christ to pronounce 
her vows in fulfillment of this purpose of Christ gave herself unreservedly to its achievement. Today, 
the need for the attainment of that objective impresses itself upon all of us as the one thing worth 
saving in a world which by reason of circumstances must almost ignore it in order that the para- 
dox of the war may find its final solution in human blood and in human agony and death. 


What does it mean today to wish to our Sisters, nurses, and staff members of our Catholic 
hospitals, a happy Christmas? Can the world find peace and happiness today? If the world cannot 
find it, the individual Christian heart, the heart of the Religious can and must find it; it can and 
must find it in the sublime purpose which must actuate us today more than ever. After all, the 
peace of Christ is a peace which the world cannot give. No matter how numerous the menaces to 
personal safety, the heart of the man of good will can still find its peace at the manger. A happy 
Christmas this year must mean greater loyalty to Christ than ever before, it must mean a penetra- 
tion of the viewpoints and the teachings by the love and charm of Christ greater today than at any 
other time; it must mean service to those upon whom without any deserts of their own have fallen 
the sufferings and the griefs that will stifle their lives. Ours not to reason about the conflicting 
philosophies of the war. For the time being at least, those horrors may be crowded into the back- 
ground but in the foreground stand the simplicity, the ineffable beauty, the indescribable attrac- 
tiveness of the stable and its manger, and of Jesus, Mary, and Joseph. May they bring peace and 
content into every one of our Catholic hospitals, into the hearts of all laboring in them, who have 
given their labors as Christ gave His, that men might have life and might have it more abundantly. 
Such is the prayer and the wish of the officers and the Executive Board of this Association to all 


member institutions. — A. M. S., S.J. 
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The Institutes on Hospital Administration 


THE interest of the Sisters of the Catholic hospitals 
in formal preparation for hospital administration is 
showing a remarkable and continuous increase. The 
evidence for this statement is convincing. The Sisters 
have been participating in continuously greater num- 
bers in the opportunities offered to them by the In- 
stitutes in Hospital Administration held in various 
sections of the country under the auspices of the 
American College of Hospital Administrators. They 
have sought membership in the College in increasing 
numbers until at the present time, of the total College 
enrollment of 914 fellows and members there are 206 
Sister fellows and members derived from 55 sister- 
hoods. In addition, the shorter Institutes organized by 
the Catholic Hospital Association as one of its pre- 
convention activities have shown increasingly larger 
enrollments. 

The Catholic Hospital Association has not been un- 
mindful of this new trend and has done all in its 
power to foster and develop it. While much remains 
to be done, nevertheless, there is already ample 
evidence that much has been achieved. Three years 
ago the Catholic Hospital Association appointed its 
Council on Hospital Administration which, though it 
has not as yet formulated its final program, is still 
working toward such a formulation and it is likely 
that before the coming Convention, a full statement 


of objectives and a comprehensive program will be 
available. Besides, the Association has each year held 
a one- or two-day formal Institute on Hospital Ad- 
ministration as one of its preconvention activities. 
Moreover, in co-operation with St. Louis University, 
the Association has participated in the organization of 
a full undergraduate four-year curriculum in Hospital 
Administration leading to a bachelor’s degree, this 
being regarded as a prerequisite to a year’s intern- 
ship in hospital administration and an additional cur- 
riculum leading to the master of science degree in the 
same field. Fourthly, the Association for the past three 
years, has held a one month’s Institute in Hospital 
Administration as one of the features of the summer 
session of St. Louis University. 

From the very beginning of the month’s institute, it 
was recognized that a one month’s period of study in 
so diversified and extensive a field could do little more 
than introduce a student to some of the features of the 
subject. A sequence of three courses, one for each of 
three successive years was, therefore, planned. This 
was necessary since, according to the program, the stu- 
dent’s entire time during the month would be necessary 
to fulfill the requirements of each of the courses. Sum- 
mer school students in hospital administration were, 
therefore, dissuaded from enrolling in any other of the 
summer courses. 


I. Institutes on Hospital Administration 


(Course Ha 105) 


During the summer session of 1941, Ha 105, Insti- 
tute on Hospital Administration, was given to 17 
Sister registrants. The enrollment, as in the two pre- 
vious years, was restricted entirely to Sisters and de- 
spite the fact that many lay students are continuously 
applying, the University has deemed it proper to 
restrict registration to the Sisters in order that thus 
the special aspects of hospital administration which are 
of particular importance to the Sisters may thus be 
more effectively emphasized. 

A program similar to that carried out in the two past 
years, was again carried out during the past summer 
session. The class met practically during the entire 
day from 9 o'clock in the morning until 4:30 in the 
afternoon. Since, moreover, many of the Sisters lived 
together at St. Mary’s Hospital, ample facility for dis- 
cussion and an interchange of opinion of problems was 
afforded the students during the evening hours. 

Typically, two lectures were given each day, one at 
9 o'clock and the second at 1:30 o'clock. The lecture 
was usually followed by a half hour’s intermission 
and this in turn by an hour and a half’s discussion. 
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This schedule, to be sure, was modified from time to 
time as topics of particular interest demanded an ex- 
tension of the lecture period or as interest in the dis- 
cussion suggested a prolongation of opportunities for 
comments or questions. It was noted that with suc- 
ceeding years, the Sisters seemed to be prepared to 
discuss problems on a widening front in the area of 
hospital administration. This remark applies with par- 
ticular emphasis to the public relations of the hospital, 
to finance, and to the hospital’s service to the diocese 
in which: it is located. It was noted, furthermore, that 
a growing interest attaches to the matter of hospital 
organization. 

The Religious who enrolled for the introductory 
course this year, were the following: 


Brother Damien McCabe, C.F.A. 

Director of Nurses, Alexian Brothers Hospital, St. Louis, 
Mo. Alexian Brothers, Immaculate Conception Province, Chi- 
cago, Ill. 


Sister Alan Rutherford, O.S.B. 

Business Manager, St. Alexius Hospital, Bismarck, N. Dak. 
Sisters of St. Benedict, St. Joseph, Minn. 
Sister Anna Joseph Gebhart, C.C.V_I. 

Director of Nurses, St. Joseph’s Hospital, Fort Worth, Tex. 
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Sisters of Charity of the Incarnate Word, San Antonio 


Province, San Antonio, Tex. 
Sister Catherine Wintz 

Business Manager, De Paul Hospital, St. Louis, Mo. 
Daughters of Charity of St. Vincent de Paul, Western 
Province, Marillac Seminary, Normandy, Mo. 

Sister Loretto Mary Ballou, O.S.F. 

Business Manager, St. Joseph’s Hospital, Tampa, Fla. 
Sisters of St. Francis of the Third Order Regular, Allegany, 
my. 2 
Sister Mary Alban Mannion, C.C.V_I. 

Superintendent, St. Anthony’s Hospital, Amarillo, Tex. 
Sisters of Charity of the Incarnate Word, San Antonio 
Province, San Antonio, Tex. 

Sister Mary Avellina Hick, C.M.P. 

Admission Officer, Sacred Heart Hospital, Richwood, W. 
Va. Missionary Society of Pallotine Sisters, American 
Province, Huntington, W. Va. 

Sister Mary Carmelita Miller, O.S.F. 

Superintendent, Refugio County Hospital, Refugio, Tex. 
Sisters of St. Francis of the Congregation of Our Lady of 
Lourdes, Sylvania, Ohio. 

Sister Mary Celesta Pautler, O.S.F. 

Superior and Superintendent, Mt. St. Mary’s Hospital, 
Niagara Falls, N. Y. Sisters of the Third Order of St. Francis, 
Williamsville, N. Y. 

Sister Mary Cyril Boeding, O.S.F. 

Infirmarian, Loras College Infirmary, Dubuque, Iowa. 
Sisters of St. Francis of the Holy Family, Mt. St. Francis, 
Dubuque, Iowa. 

Sister Mary Dorothea Salcius, C.S.C. 

Superintendent, Holy Cross Hospital, Chicago, Ill. Sisters 
of Saint Casimir, 2601 West Marquette Road, Chicago, III. 
Sister Mary Magdalene Stransky, R.S.M. 

Director of Nurses, Mercy Hospital, Davenport, Iowa. 
Sisters of Mercy of the Union, Chicago Province, Chi- 
cago, Ill. 

Sister Mary Magdella Poellinger, F.S.P.A. 

Superintendent, St. Mary’s Hospital, Sparta, Wis. Francis- 
can Sisters of Perpetual Adoration, La Crosse, Wis. 
Sister Mary Philip Zerwas, F.S.P.A. 
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Admitting Officer, St. Francis Hospital, La Crosse, Wis 
Franciscan Sisters of Perpetual Adoration, La Crosse, Wis. 
Sister M. Stephanie Balciunas, C.S.C. 

Superintendent, Loretto Hospital, Chicago, Ill. Sisters of 
St. Casimir, 2601 West Marquette Road, Chicago, III. 

Sister Mary Thomas Redd 

Bookkeeper, St. Vincent’s Hospital, Birmingham, Ala. 
Daughters of Charity of St. Vincent de Paul, Western 
Province, Marillac Seminary, Normandy, Mo. 

Sister Mary Wendelina Ott, C.M.P. 

Surgical Supervisor, St. Mary’s Hospital, Huntington, 
W. Va. Missionary Society of Pallotine Sisters, American 
Province, Huntington, W. Va. 

It will be seen that these 17 Religious were recruited 
from 10 states and represented 11 sisterhoods and one 
brotherhood. 


The program which was carried out was the 
following : 
Organization of the Hospital 
July 2— The Hospital— Definition and | Objectives — 


Religious Orders Conducting Catholic Hospitals. 

July 3— Organizational Characteristics of the Catholic 
Hospital. 

July 5— The Charter and Corporate Organization of the 
Hospital — Organizational Patterns of the Hospital. 

July 7 — General Principles of Hospital Administration — 
General Functions of Hospital Administration. 

—(a) The Planning Function. 
July 8—(b) The Executive Function. 
(c) The Evaluation Function. 
— Alphonse M. Schwitalla, S.J. 


Financial Administration 
July 9 — Capital Investment in Hospitals. 
— Alphonse M. Schwitalla, S.J. 
July 9— Financial Administration as Related to General 
Administration. 
— Alphonse M. Schwitalla, S.J. 


July 10— Maintenance of the Hospital’s Assets. 
—J. J. McNulty 
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Personnel Organization and Administration 


The Medical Staff 


July 
July 


10— Patterns of Medical Staff Organization. 
11— The Functions of the Medical Staff. 
— Alphonse M. McMahon, M.D. 


The Nursing Staff 


July 
July 


July 


12 — Organization of the Nursing Personnel 
12 — The Functions of the Nursing Staff. 
— Sister Henrietta, S.S.M., R.N. 
14 — Relations with the School of Nursing. 
— Sister M. Geraldine Kulleck, S.S.M., 
R.N., MS. 


Other Staff Personnel 


July 


July 


July 


July 


July 


July 


July 


July 
July 


July 





15 — Laboratory and Other Technological Personnel. 
— Sister M. Alacoque, S.S.M., 
R.N., B.S. 
15— The Hospital Dietitian— Her Personnel and 
Functions. 
— Sister M. Carola, S.S.M., B.S., M.S. 
16 — Maintenance and Housekeeping Personnel 


General Functions 
16— The Admission and Discharge of Patients — 
Hospital Deaths. 
17 — The Care of Patients. 
—G. O. Broun, M.D. 


17 — Hospital Records. 
— Sister M. Servatia, S.S.M., R.N., B.S. 


Business Administration 
18 — General Aspects of the Business Administration 
of a Hospital. 
— Edwin H. Wagner, Sr. 
19 — Hospital Accounting. 
19— Budgetary Control — Administrative 
Through Statistics. 


Control 


—M. R. Kneifi, B.S. 
21 — Purchasing: 
(a) Standards and Specifications of Quality 
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July 


July 
July 


July 


July 


July 
July 


July 


July 
July 


July 


July 
July 


July 


wn 


21— (6) Procedures in Purchasing. 


— Wm. C. E. Becker 
Departmental Organization 


22 — The Medical Departments of the Hospital. 
22 — Auxiliary Diagnostic and Therapeutic Depart- 


ments. 
— Daniel L. Sexton, M.D. 
23—The Administrative Departments of the 
Hospital. 


— Reverend Mother M. Concordia, S.S.M., D.Sc. 


Out-Patient Service 
23— Present Day Aspects of Out-Patient Depart- 


ment Administration. 
—G. O. Broun, M.D. 


24— Admission of Patients. 


—TIrene E. Morris. Ph.D 
24 — Medical Services. 
—G. O. Broun, M.D. 
25— Public Relations and Medical Social Service. 


—Trene E. Morris, Ph.D. 


Public Relations 
26 — Professional Organizations. 
— Alphonse M. Schwitalla, S.J. 
26 — Legal Aspects of Hospital Administration. 
— Sister M. Ann Joachim, O.P., LL.M., Ph.D. 
28 — Federal Policies with Reference to Hospitals. 
— Bert W. Caldwell, M.D. 


Physical Plant 
28— The Architecture of the Hospital. 
—R. P. Ranft 
29 — Floor Plans of the Hospital. 
— Arthur Widmer 
30— The Achievement of Hospital Objectives. 
— Alphonse M. Schwitalla, SJ. 
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II. Institute on Special Problems in Hospital Administration 


(Course Ha 106) 


The second course open only to students who had 
completed Ha 105, Institute on Hospital Administra- 
tion, was attended this year by 17 Sister registrants. 
It is believed that the method of conducting this 
course is probably unique among the offerings of other 
educational institutions. During the summer session 
of 1940, the experiment was carried out of conducting 
this class rather strictly along seminar lines. For each 
of the four weeks of the institute, a special field of 
hospital administration was chosen in a conference 
of the students themselves. This year, four fields en- 
tirely different from those chosen in 1940, were 
selected. The four being: Internal Administration ; 
Staff Relationships in Catholic Hospitals; The Ad- 
ministration of Patient Care; and the Statistical 
Evaluation of Care to Patients. 

In each of these four areas, a series of problems 
was studied. To do this effectively, the group com- 
posed of 17 members was divided into nine commit- 
tees and to each committee was assigned a particular 
problem. Inter-committee activity was strongly en- 
couraged with the result that consultation among the 
Sisters dealing with related problems took place very 
frequently. Problems were assigned by lot to the 
various committees. The two Sisters who constituted 
the committee were expected to spend the entire day 
in library and committee activity on the particular 
aspects with which their problem dealt. The genera! 
scheme which was carried out was the following: Each 
morning at 8:30 o’clock, there was a half hour’s con- 
ference by the director of the course during which the 
general attitude of mind toward administration was 
discussed. The thought was emphasized that in a prac- 
tical manner, administration consists essentially of a 
continuous series of problems presented to the ad- 
ministrator for solution. Hence, there must be de- 
veloped an attitude in the administrator of continuous 
readiness to face a perplexing and troublesome situa- 
tion. It is recognized that even the establishment and 
maintenance of a hospital routine cannot be effected 
only by the solution of them; the administrator must 
avail herself of the institution’s general policies which 
in turn are based upon the particular hospital’s his- 
tory, objectives, and individualized character. 

Each afternoon, the group met again for the reading 
and the discussion of the committee reports. Needless 
to say, this was a most valuable part of the day, since 
each of the committees during this period of an hour 
and a half submitted the results of its activities to the 
criticism of the other Sisters of the group. These re- 
ports were then put into final form and were left with 
the director. 

The libraries of the Catholic Hospital Association 
and of the St. Louis University School of Medicine 
offered invaluable assistance to the students in this 
course. At least of equal importance, however, was the 


opportunity afforded to the Sisters for consultation 
not only among themselves but also among the many 
members of the staff whose special interests lie in the 
various fields embraced under the broad concept of 
hospital administration. 

The Sisters who attended this course were the 
following : 


Sister Clare Mandlehr, S.C.N. 

Nursing Arts Instructor, St. Joseph Infirmary, Louisville, 
Ky. Sisters of Charity of Nazareth, Nazareth, Ky. 

Sister Josephine Marie Waters, O.S.F. 

Admitting Officer, St. Mary’s Hospital, West Palm Beach, 
Fla. Sisters of St. Francis of the Third Order Regular, 
Allegany, N. Y. 

Sister Mary Ancilla Hammer, O.S.F. 

Superior, St. Francis Hospital, Peoria, Ill. Sisters of the 
Third Order of St. Francis, Peoria, Ill. 

Sister Mary Bernardo Mulligan, R.S.M. 

Superior and Superintendent, St. John’s Hospital, St. Louis, 
Mo. Sisters of Mercy of the Union, Province of St. Louis, 
Webster Groves, Mo. 

Sister Mary Camillus Sullivan. R.S.M. 

Local Superior and Hospital Superintendent. 
Hospital, Laredo, Tex. Sisters of Mercy of the 
Province of St. Louis, Webster Groves, Mo. 

Sister Mary Carmelita Renz, S.S.M. 

Superior, St. Francis Hospital, Blue Island, Ill. Sisters of 
St. Mary of the Third Order of St. Francis, St. Mary of 
the Angels Convent, St. Louis, Mo. 

Sister Mary Carola Jehle, C.M.P. 

Superior and Superintendent, St. Joseph’s Hospital, Buck- 
hannon, W. Va. Missionary Society of Pallotine Sisters, Amer- 
ican Province, Huntington, W. Va. 

Sister Mary Claudine Martin, C.C.VI. 

Treasurer, St. Joseph’s Hospital, Fort Worth, Tex. Sisters 
of Charity of the Incarnate Word, San Antonio Province, 
San Antonio, Tex. 

Sister Mary Delphine DuVal, R.S.M. 

Bookkeeper, St. Joseph’s Infirmary, Hot Springs, Ark. 
Sisters of Mercy of the Union, Province of St. Louis, Webster 
Groves, Mo. 

Sister Mary Kevin Gallagher, R.S.M. 

Superintendent of Nurses, Warner Brown Hospital, EI 
Dorado, Ark. Sisters of Mercy of the Union, Province of 
St. Louis, Webster Groves, Mo. 

Sister Mary Leonarda Brennock, R.S.M. 

Night Supervisor, St. Edward’s Mercy Hospital, Fort 
Smith, Ark. Sisters of Mercy of the Union, Province of St 
Louis, Webster Groves, Mo. 

Sister Mary Louis Denegri, S.C.N. 

Assistant Director of Nurses, St. Joseph Infirmary, Louis- 
ville, Ky. Sisters of Charity of Nazareth, Nazareth, Ky. 
Sister Mary Salesia Ridder, S.S.M. 

Superintendent, St. Mary’s Hospital, Jefferson City, Mo. 
Sisters of St. Mary of the Third Order of St. Francis, St. 
Mary of the Angels Convent, St. Louis, Mo. 

Sister Mary Stanislaus McCrossan, R.S.M. 

Superior, Mercy Hospital, Brownsville, Tex. Sisters of 
Mercy of the Union, Province of St. Louis, Webster 
Groves Mo. 

Sister Mary Thomasine Walterscheid, O.S.B. 

Instructor of Nurses, St. Bernard’s Hospital, Jonesboro, 
Ark. Olivetan Benedictine Sisters, Holy Angels Convent, 
Jonesboro, Ark. 

Sister Mary Vincent Hagan, R.S.M 
Director of School of Nursing, St. Elizabeth’s Mercy 


Mercy 
Union, 


376 














December, 1941 


Hospital, Hutchinson, Kans. Sisters of Mercy of the Union, 
Province of St. Louis, Webster Groves, Mo. 
Sister Mary Xavier Landers, R.S.M. 

Instructor of Nurses, Mercy Hospital, Fort Scott, Kans. 
Sisters of Mercy of the Union, Province of St. Louis, Webster 
Groves, Mo. 

Thus, in this group eight sisterhoods from as many 


States are represented. 


Discussion Problems 


The problems discussed during the summer session 
of 1940 by the students in this course were published 
in the November, 1940, number of Hosprrat Procress. 
Favorable comment from many sources was received 
on their publication. It was thought desirable, there- 
fore, that the problems discussed during the summer 
session 1941 should again be published as they may 
serve to stimulate interest and to arouse discussion. 


A. First Week. Problems in Internal Admin- 
istration — Responsibility and Integration 


PROBLEM NO. 1 
Overcentralization 

Sister Francis Joseph has been sent to take charge of 
a hospital of 250 beds. On arriving, she finds the in- 
stitution in what she considers to be a “turmoil.” No 
one seems to know her own functions. She finds cer- 
tain duties performed by a multiplicity of persons and 
other duties completely neglected since no one is ap- 
pointed to perform them. Misunderstandings seem to 
arise as a consequence, patients are neglected, the staff 
members do not know to whom to turn with their 
problems and the Sisters themselves, despite their 
good will and strong religious character, are at a loss 
to define their own duties for themselves. 

Sister Francis Joseph begins her reforms with zest 
and zeal. She writes out a multiplicity of orders. She 
insists that all documents, purchase orders, requisi- 
tions, in fact any scrap of paper on which work is 
assigned to anyone must pass over her desk. She for- 
bids verbal orders and discourages conferences between 
individual Sisters and staff members and other mem- 
bers of the hospital’s personnel. Despite Sister’s energy 
however, she finds that her orders are not carried out 
and even when they are carried out, there seems to be 
a lag of interest and enthusiasm. She finds herself losing 
the confidence of the Sisters and of the staff members, 
and after a half year of persistent trial, her Superiors 
tell her that even in the face of her rigorous adminis- 
tration, the hospital is in a worse condition than it was 
when she first assumed responsibility for it. 


Problem 
1. What is meant by centralization of authority ? 
2. What safeguards must be introduced into every 
administrative unit in which authority is centralized ? 
3. What would you have done when confronted by 
Sister Francis Joseph’s situation? 
4. Outline principles for your own conduct and in- 
terpretations of these principles in case you were con- 
fronted with Sister Francis Joseph’s problem. 
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PROBLEM NO. 2 
Diffusion of Responsibility 


Sister Edward Marie, who is superintendent of the 
hospital, has heard many radio addresses and has read 
many periodicals with reference to the great concepts 
of democracy. In a moment of meditation, she thinks 
she sees a great light and she accuses herself of hav- 
ing kept too much authority in her own hands. She 
resolves to govern her institution in a democratic 
manner. Without any ostentation, she permits depart- 
mental directors to have more and more freedom in 
reaching decisions; she believes that she must even 
close her eyes to the performance of their duties for 
fear, so she says, that they might gain the impression 
that she is exercising domination over them. Much to 
her surprise, she finds the expenses of the hospital in- 
creasing; she finds that misunderstandings are fos- 
tered ; she finds that some departments are progressing 
in an exaggerated manner, whereas others are being 
obviously retarded; and in general, she witnesses dis- 
harmony where formerly harmony had prevailed. 
Problem 

Sister Edward Marie gives herself to the serious 
consideration of the following questions: 

1. What, after all, must we understand by liberal 
administrative attitudes in the administrator ? 

2. How can authority be diffused throughout an 
organization without sacrificing the institution’s unity 
of purpose and government ? 

3. To what extent do personal factors and local 
differences enter into the application of sound admin- 
istrative principles for the diffusion of responsibility ? 

4. What should Sister Edward Marie have done? 

5. If you had been in Sister Edward Marie’s posi- 
tion, draft the letter which you would write to your 
higher Superior in which you explain to her the mis- 
takes which you have made and in which, furthermore, 
you propose to her your future line of conduct. 


PROBLEM NO. 3 
The Sister Hospital Administrator 

Sister Margaret Mary is the hospital administrator 
in a hospital of 300 beds, while Sister Mercedes is the 
Sister Superior. Mother Provincial, after hearing a 
discussion at the meeting of the Catholic Hospital As- 
sociation concerning the creation of the position of 
hospital administrator, has determined to experiment 
with the suggestion. Sister Margaret Mary and Sister 
Mercedes enter upon their functions as each under- 
stands them without special directions from their 
Superior and without having discussed a plan of 
action. Scarcely a week has passed since the program 
was initiated and Sister Margaret Mary and Sister 
Mercedes, despite their good will toward each other, 
find themselves issuing contradictory orders. A sched- 
ule of religious exercises conflicts with the schedule of 
hospital duties ; meal hours are scheduled for the com- 
munity while operations are going on in the hospital ; 
visiting hours are scheduled in the hospital while the 
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Sisters are at Vespers. The confusion becomes more 
and more accentuated. 


Problem 

Sister Margaret Mary and Sister Mercedes are 
really eager to make the new project work successfully. 

1. How should they go about achieving this laud- 
able purpose ? 

2. What difficulties may be foreseen despite the 
best matured plans? 

3. What great benefits for the institution could be 
achieved if these two Sisters are really successful in 
solving their problem? 

4. What justification exists for separating the func- 
tion for the Sister hospital administrator from that of 
the Sister Superior ? 

5. What problems can be foreseen for the subor- 
dinate Sisters in an institution in which the plan is on 
trial ? 

6. Suppose your Mother Provincial asks you for 
your candid opinion of the scheme. Draft a letter in 
which you express yourself fully being careful, how- 
ever, to assign solid and well weighed reasons for your 
conclusions and for your advice to your Superior. 


PROBLEM NO. 4 
The Integration of Financial and Service 
Res ponsibilities 
Sister Clare Ann and Sister Roberta are respectively 
the Sister Superior and the Sister bursar of their hos- 
pital. By arrangements with higher Superiors, both are 
independently responsible to the Mother Provincial. 
Each makes her own independent report to her higher 
Superior. By reason of the characters of the two per- 


sons involved, neither sees the report of the other and | 


what is even stranger, they scarcely consult with one 
another. At the end of the first year, the institution 
incurs a serious deficit even though there is very little 
to show by way of new facilities or improvements. 


INSTITUTE ON HOSPITAL ADMINISTRATION, 


1941. 


SAINT LOUIS UNIVERSITY, JULY 2-30, 


Stranger still, in view of the deficit the clientele of the 
hospital is not satisfied with the service rendered by 
the institution. 

Problem 

1. How can a multiplicity of independent respon- 
sibilities be justified in an institution which should 
have a highly unified purpose, highly unified policies 
and unified modes of operation ? 

2. To what extent is it necessary that the Sister 
hospital administrator be aware of the financial status 
of her institution? 

3. How can the Sister hospital administrator utilize 
her knowledge of accounts and finance in the adminis- 
tration of her hospital ? 

4. What areas of the institution’s financial admin- 
istration can be left to a competent and cooperative 
Sister bursar to such an extent that the Sister hospital 
administrator need scarcely worry about them in the 
conduct of her institution? 

5. If you were the Mother Provincial and you were 
writing an admonitory letter to Sister Clare Ann and 
to Sister Roberta, what kind of letters would you send 
them, remembering that you.were the one who origi- 
nally gave each of them independent authority ? Draft 
such letters. 


PROBLEM NO. 5 
The Responsibility of the Sister Administrator 
to Her Religious Superiors 

Sister Petra has just been appointed a Sister hos- 
pital administrator. As soon as her letter arrives, she 
accepts it in a religious spirit of obedience and re- 
solves to carry out to the letter the many directions 
which the letter of appointment from her higher Su- 
perior contains. In her great zeal, Sister Petra reads 
many books on hospital administration and is par- 
ticularly impressed with the insistence of many 
writers on hospital administration, on the centraliza- 
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tion of responsibility in the administrator. As this 
thought grows in her mind, she drifts more and more 
away from the concepts contained in the letter of her 
appointment until she examines her conscience very 
carefully. Resolving to be a good Religious, she re- 
reads her letter of appointment and finds out how far 
she has drifted away from the original intentions of 
her Superiors. 

Problem 

The following questions should be carefully studied 
and answered. 

1. What safeguards must be introduced into any 
program by which a measure of professional and tech- 
nical responsibility is entrusted to a particular Sister 
who is a subordinate of her immediate Sister Superior ? 

2. To what extent and in what kind of institutions 
is the creation of the post of Sister hospital adminis- 
trator in addition to that of the Sister Superior 
justified ? 

3. What kind of problems should the Sister heads 
of the departments refer to the Sister Superior and 
what kind to the Sister administrator in institutions 
in which this plan of organization has been made 
effective ? 

4. How would you define the responsibilities of 
these two Sister Officials? 

5. If you, as Mother Provincial, were writing the 
letter of appointment to Sister Petra, how would you 
word this letter ? 


PROBLEM NO. 6 
The Autonomy of the Medical Staff 


Sister Bernard, the superintendent of a large hos- 
pital in which there is a well organized active and 
competent staff, has a friend who is continually sug- 
gesting to her that she must insist on centralized au- 
thority in the hospital and, therefore, she must re- 
strain her own medical staff for fear that the staff 
might seem to be controlling the hospital. She knows 
that the staff is respectful, deferential to her wishes, 
and that it is working for the promotion of the hos- 
pital; yet this friend of hers is constantly goading her 
on, pointing out that the staff has too much authority. 
Sister Bernard is torn in her mind between two anx- 
ieties. On the one hand, she does not wish to lose the 
good will and the cooperation of the staff and on the 
other hand, the temptation recurs again and again in 
her mind that perhaps she has given up too much of 
her authority to the medical staff. On seeking advice, 
she is told that she should study staff relationships, 
the constitution and bylaws of the staff, and the per- 
sonalities of the staff leaders. And on doing all of this, 
she becomes more and more confused until the matter 
becomes an obsession with her. The final result is that 
the staff is gradually losing interest in the hospital 
because very seldom does the Sister superintendent 
have anything to say about the medical men except 
to criticize them. 

Problem 
1. Where was the mistake made by Sister Bernard 
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and what should she have done with her self-appointed 
counselor ? 

2. What is the relationship between the authority of 
the staff and the authority of the Sister superintend- 
ent? 

3. What is meant by the “autonomy of the medical 
staff” ? 

4. What important distinctions should be made be- 
tween the authority of the medical staff and the self- 
determination of the medical staff? 

5. What line of action would you have adopted if 
you had been in Sister Bernard’s place? 

6. What kind of a letter should she write to her 
Superior about her problem? Compose such a letter. 


PROBLEM NO. 7 


Relationship of Religious Exercises to 
Hospital Routine 


Sister Loretta, who is the superintendent of a large 
institution in which many nurses and technicians and 
other personnel are employed in addition to her own 
Sisters, finds it very difficult to harmonize her sense 
of responsibility for the religious care of her per- 
sonnel with the exercise of their religious functions. 
She finds that the Sisters, the nurses, the chaplain, the 
visitors, the staff members, all wish to have something 
to say about hours of Mass, Benediction, and other 
religious exercises. When she satisfies one group, she 
creates dissatisfaction in another. What is more, when 
she fixes the hours for Mass, she receives complaints 
from the interns and nurses who gradually stop com- 
ing to Mass and to Holy Communion. She puts this all 
before the chaplain and the chaplain insists that the 
hours for the religious exercises are to be determined 
first and the rest of the hospital routine must be ad- 
justed accordingly as he so often says “First things 
must come first.” 

Problem 

1. What would you do about this situation? 

2. What principles could you formulate for sched- 
ule making in hospital routine? 

3. In case of a real conflict between the schedules 
for religious exercises and the schedules for the hos- 
pital routine, which schedule should take precedence ? 

4. With reference to the religious exercises, what 
should be the relationships between the chaplain and 
the Sister Superintendent ? 

5. What obligation, if any, does the Sister Super- 
intendent have to stimulate attendance at religious 
exercises on the part of hospital personnel ? 

6. What position should the Sister Superintendent 
take when she has either an overzealous or an in- 
different chaplain? 

7. How would you arrange a schedule of daily reli- 
gious exercises for a hospital of 300 beds in which 
operations begin at 8 o’clock, the nurses begin work at 
7 o'clock, the interns are required to be on the floors 
at 7:30 o’clock, and the remaining technical personnel 
is expected to begin work at 8:30 o’clock? 
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PROBLEM NO. 8 
The Co-Existence of Related Authority in Two Units 
of the Same Institution 

Sister Ann Marie is confronted with a very serious 
problem. She is the superintendent of a hospital of 
250 beds and she is the Sister Superior of a community 
of 40 nuns. Her Order has another institution only a 
block away for chronic invalids, which has 100 beds, 
a separate community, of about 20 nuns and which in 
the minds of higher Superiors, is to correlate its activ- 
ities with those of the general hospital. The Sister 
Superintendent of the chronic-invalid hospital is 
Sister Ruth. Sister Ann Marie and Sister Ruth find 
their interests are very frequently at odds. They can- 
not agree on the assessment of costs; they have differ- 
ences about the authority which each of them should 
exercise over the physical-therapy technician or the 
record-room librarian, both of whom are Sisters; and 
in general, things while outwardly serene and calm, 
are always seething beneath the surface. 


Problem 

1. Is the mode of organization in this situation a 
proper one? Give good reasons for your answers. 

2. If the scheme has to be such as described above, 
what safeguards would you devise to make it function 
properly ? 

3. What general principles of administration seem 
applicable to a situation in which facilities and per- 
sonnel are jointly used by several units of an institu- 
tion and where cost apportionment must be made? 

4. Can administrative techniques be employed for 
ensuring the smooth functioning of co-ordinate au- 
thority in different units of the same institution ? 

5. Devise a letter which Sister Ann Marie might 
write to her higher Superior embodying suggestions 
for the regulation of her relationships with Sister 
Ruth. 

PROBLEM NO. 9 
The Functions of Advisory Boards 


Sister Therese is eager to strengthen the public re- 
lations of her hospital. To this end, she devises an 
advisory board inviting to membership on it the out- 
standing women who are social leaders in her com- 
munity. They are all eager to accept her invitation 
and come in full strength for the first week. They all 
promise to cooperate. In the course of time, they find 
that their advice is not followed and Sister Therese 
keeps on insisting that the board is an advisory board 
and not an executive or an administrative board. 
Hence, she keeps insisting that she is eager to listen 
to what these good women have to say but that she 
cannot possibly bind herself to carrying out their sug- 
gestions. Gradually, the attendance at the meetings 
drops off and before Sister Therese’s term of office of 
six years has terminated, the advisory board is non- 
existent. Stranger still, Sister Therese herself scarcely 
notices the non-existence and has no regrets over the 
general situation. 
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Problem 

1. What is your diagnosis of the situation? 

2. What are the purposes, the functions and the 
mode of operation of an advisory board in a hospital ? 

3. What relationships should exist between the 
Sisters, especially the Sister Superintendent, and the 
advisory board ? 

4. How should the advisory board be constituted ? 

5. What kind of a letter would you write to your 
Superior if you were seeking permission to organize 
an advisory board, knowing that your Mother Provin- 
cial is utterly opposed to lay participation in the 
affairs of your hospital ? 


B. Second Week. Problems in Staff Relationships 
in Catholic Hospitals 
PROBLEM NO. 1 

Policies with Reference to Staff Appointments 

Sister Rose Catherine, the recently appointed super- 
intendent of a hospital, finds herself greatly perplexed 
concerning the policies which prevailed in the institu- 
tion with reference to staff appointments. She finds 
announcements in the papers issued under the author- 
ity of the chief of staff notifying the public that this 
or that doctor has been appointed to the directorship 
of a department or has been elected to active staff 
membership. She finds also that there are physicians 
coming to the hospital about whom she knows little or 
nothing and on inquiry, she finds out that the priv- 
ileges of the hospital were granted to these physicians 
at one of the regular staff meetings. She becomes more 
and more anxious about the situation when she is 
told that some individuals are practicing in the hos- 
pital although their reputations for professional in- 
tegrity have not been the best. The hospital was re- 
peatedly blamed for tolerating abuses in practice. 
Problem 

1. Are Sister Rose Catherine’s anxieties justified ? 

2. What policies should prevail in a Catholic hos- 
pital with reference to the control of staff appoint- 
ments by the Sisters ? 

3. Who has the right to formulate and enforce re- 
quirements for staff membership? 

4. What supervision should the Sister superintend- 
ent exercise over appointments to the courtesy staff? 


PROBLEM NO. 2 
Politics and Partisanship in the Staff 


St. Francis Hospital, of Smythville, has always en- 
joyed an excellent reputation for sound public policies 
and excellent medical practice. A change of attitude 
was noted during the administration of Sister Adele. 
It was found that a certain group of doctors was 
taking its patients to another institution while some 
of the doctors were bringing more and more patients 
into Sister Adele’s hospital. Coincident with all of 
this, some of the members whose patient list in the 
hospital had increased were elected to positions of 
responsibility on the staff and from that time onward, 
election to staff membership became rather rare and 
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very difficult. The report gained ground that Sister 
Adele had sided with one of the factions in the staff 
and that she was giving more and more power to the 
members of that faction while other physicians found 
the doors of the hospital closed to them to such an 
extent that no rooms could be found for their patients 
when they applied for admission. The hospital rapidly 
lost its very favorable reputation and only the closest 
friends of the Sisters remained loyal while other pa- 
tients sought the facilities of the rival institution when 
hospitalization was required. 


Problem 


1. When and under what conditions is the superin- 
tendent justified in taking sides in staff arguments ? 

2. If she does take sides in the staff arguments, 
what precautions should she take before making her 
position clear? 

3. How should Sister Adele have proceeded in order 
that she might not have lost the adherence to the hos- 
pital of the rival faction ? 

4. What factors are apt to produce factionalism in 
a hospital staff and what safeguards can be used to 
prevent its development ? 

5. How would you deal with the situation which is 
portrayed in this case study? 


PROBLEM NO. 3 


Relations between the Hospital Staff and the 
Medical Society 

The Medical Society of Jonesboro finds it necessary 
by reason of a number of abuses of medical practice 
to request the hospitals to support the Medical So- 
ciety’s policies with reference to membership in the 
Medical Society. In the area, a spirit of commercial- 
ism has grown up among the physicians and it is 
found on investigation that certain objectional forms 
of advertising and bidding for practice have developed 
on account of which the Medical Society excluded cer- 
tain of its members. The Medical Society now finds 
itself constrained to request the hospitals to exclude 
the nonmembers of the Medical Society from hospital 
staff memberships. Sister Charles, the superintendent 
of the Catholic hospital, takes the position that the 
Medical Society should stand on its own feet while the 
hospital will stand on its own and replies to the 
Medical Society that she will refuse to cooperate. As 
a result, the members of the Medical Society who are 
her staff members, resign from the hospital and Sister 
Charles now finds her hospital staff reduced to twelve 
physicians whereas before she had about fifty. The 
hospital deteriorates, loses its excellent reputation in 
the community, and Sister Charles is summoned be- 
fore her Superior to explain her policies and her 
conduct. 


Problem 
1. Was Sister Charles right 
a) in principle; 
6) in practice; 
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in refusing to cooperate with the Medical Society ? 

2. What should be the relationships between hos- 

pital staffs and the medical societies, 
a) in times of a crisis, and 
6) habitually? 

3. How will Mother Provincial proceed in her in- 
vestigation of Sister Charles’s conduct and how can 
Sister Charles be brought to a realization of the im- 
plications of her procedures ? 

4. Is it proper to consider the action of the Medical 
Society as arbitrary and selfish or can this action be 
viewed as being in the interest of the public’s health? 


PROBLEM NO. 4 
Eligibility for Staff Membership 

Dr. Orville Smith applies to Sister Thomasine, the 
superintendent of St. Patrick’s Hospital, for staff 
membership. He explains to Sister Thomasine that he 
has been practicing in the community for twenty 
years, that he has a large practice among the under- 
privileged people of the city, that he needs a hospital 
for the hospitalization of his patients, and that he is a 
sufficiently wealthy man to enable him to assist the 
hospital in small ways whenever Sister Thomasine 
finds herself in some difficulty. Sister Thomasine ex- 
plains that the application for staff membership must 
be referred to the staff of the hospital. Dr. Smith re- 
quests that such an application be not presented and 
that Sister Thomasine use her own good services and 
diplomacy in finding some other way than through 
staff election to comply with Dr. Smith’s request. Dr. 
Smith points out that he has graduated from a non- 
approved school; that he has taken any number of 
postgraduate courses but that the Medical Society has 
consistently refused to accept him for membership 
since, according to Dr. Smith’s statement, the ethics 
committee of the medical society has criticized him 
for his charity to the poor. Sister Thomasine says that 
she is very sympathetic with Dr. Smith’s position but 
that to the best of her ability, she sees no way of com- 
plying with Dr. Smith’s request. She tells him that 
unless he can be properly elected to the staff, he would 
not be permitted to bring his patients even by way of 
courtesy to the hospital. 

Problem 

1. Would you defend Sister Thomasine’s attitude 
with reference to Dr. Smith? 

2. Why and under what conditions should member- 
ship in the local medical society be regarded as a nec- 
essary qualification for staff membership in one of 
our hospitals ? 

3. Should the same requirements with reference to 
membership in the medical society prevail for the 
members of the courtesy staff of the hospital as for 
the members of the active staff? 

4. Formulate the policies which are involved in this 
problem so that your formulation might be inserted as 
it stands in all of the publications of this hospital, 
that is, in its prospectus, in its annual report and in 
the monthly paper which this hospital publishes. 
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PROBLEM NO. 5 


Influence of the Staff on Hospital Policies 


Sister Columba, the superintendent of St. Mary’s 
Hospital, recommends to her board that the hospital 
should withdraw all restrictions on the medical condi- 
tions of the patients who are admitted to the hospital. 
She points out that there is no longer any need of the 
restriction against contagious-disease patients nor 
against venereal-disease patients nor against alcoholic 
and drug addicts nor for that matter, against nervous 
and mental patients who are admitted for diagnostic 
purposes. The members of the hospital board ask 
Sister Columba whether she has consulted the staff on 
this recommendation of hers and on being told by 
Sister Columba that she has not done so, the board of 
control refuses to approve Sister Columba’s recom- 
mendation. Sister Columba argues about the matter 
and points out that this is not a matter which concerns 
the staff but the hospital only, but the hospital board 
insists that the staff has an interest in the policies 
and that, therefore, the implications of Sister’s recom- 
mendation must be studied by the staff before any 
action can be taken. Sister Columba becomes very in- 
dignant and feels that her authority as superintendent 
of the hospital has been weakened by the action of 
the board. She chafes under the situation and decides 
to drop the entire matter rather than to submit her 
recommendation to the judgment of the staff. 


Problem 

1. What is to be thought of Sister Columba’s rec- 
ommendation concerning the removal of restrictions 
for admission to the hospital ? 

2. What judgment would you pass on the action of 
the board of control in demanding that the new recom- 
mendation be first submitted to the staff? 

3. To what extent should the medical staff have a 
voice in the definition of hospital policies ? 

4. How may the “deadlock” in the situation be 
broken ? 


PROBLEM NO. 6 


Effects of the Hospital’s Refusal to Accept Patients 
of Physicians 

The St. Mary’s Hospital has a rule demanding that 
none but members of the local medical society be 
elected to staff membership. In the course of time, 
this policy was extended. Those physicians who are 
not members of the medical society were denied all 
courtesy privileges — the right to participate in con- 
sultations and the right to hospitalize patients even 
under emergency. A critically ill patient was brought 
to the hospital and when it was ascertained that Dr. 
Brown was the physician, the relatives of the patient 
were told that Dr. Brown would not be permitted to 
treat this patient in the hospital because he was not 
a member of the medical society. The local newspaper 
heard of the incident and on the next day, a reporter 
called asking Sister Raymond, the superintendent, for 
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a statement. Pictures of the hospital and of Sister 
Raymond were published and an editorial condemned 
the hospital for its “narrow-minded disregard of the 
public’s interest and of the welfare of the patient.” 
Sister Raymond was severely reprimanded by persons 
in high authority but her own higher Superior “stood 
by” Sister Raymond so that strains between the 
Sisters, on the one hand, and the general public on the 
other, rapidly developed and even some members of 
the staff refused to sustain Sister Raymond’s position. 


Problem 

1. Was St. Mary’s Hospital acting within its rights 
in refusing Dr. Brown’s patients ? 

2. Did Sister Raymond make mistakes in her con- 
duct of this vexing situation? 

3. Prepare a statement which will fully set forth 
the hospital’s position, so worded that the statement 
could be used as the official interview given by Sister 
Raymond to the reporter. 

4. Would you advise that the various policies of the 
hospital with reference to membership of the staff in 
the local medical society be sustained or that they be 
modified? In the latter case, how would you proceed 
to have them modified ? 


PROBLEM NO. 7 
Educational Duties of the Hospital Staff Membership 


The members of the staff of St. Joseph’s Hospital 
voted at their meeting that Staff members will not 
participate in the training of laboratory technicians 
as requested by Sister Catherine, the superintendent 
of the hospital. The doctors point out that the cur- 
riculum which the hospital has developed is inade- 
quate to develop properly trained technicians; that 
the hospital is concerned not so much with the educa- 
tion of laboratory technicians but is prompted by a 
desire to secure cheaper help; that the laboratory, 
after all, at St. Joseph’s Hospital is most unreliable 
and that the introduction of students would simply 
complicate the problem of securing professionally re- 
liable laboratory tests for the diagnosis of the 
patients. 


Problem 

1. Does the staff of the hospital have an educational 
responsibility? And if it has, for what group of 
students ? 

2. How could Sister Catherine properly meet the 
objections placed before her by the staff? 

3. What are the obligations of a hospital if the hos- 
pital desires the staff members to cooperate in an edu- 
cational project? 

4. What should be done to bring about a proper 
understanding here between the hospital administra- 
tors and the staff members? 

5. List the requirements of the various agencies for 
the preparation of those technicians who are ordinarily 
trained in the hospital and in whose education the 
medical staffs participate. 
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PROBLEM NO. 8 


Staff Dissatisfaction with the Nursing School 

The staff of St. John’s Hospital has been known as 
a highly effective and ethically and professionally 
sound group of physicians. They pride themselves 
upon the medical effectiveness of the institution which 
they conduct. Over a period of years, the staff has re- 
peatedly called attention to deficiencies of the nurs- 
ing procedures. On many occasions, it was shown that 
the convalescence of patients was impeded by the 
carelessness of the nurses. At times even, some of the 
staff members have pointed out that in the curriculum 
of the school of nursing, clinical instruction and ex- 
perience were greatly neglected and that theory was 
over-emphasized. On one occasion, a memorandum 
was prepared by the staff and sent to the superin- 
tendent requesting that the nurses receive more ade- 
quate clinical instruction and that the nursing service 
should be better supervised. Sister Margaret insists 
that the nursing service is no concern of the staff and 
that the supervision of the nursing school is the re- 
sponsibility of the director of nursing who is doing 
her work in a most satisfactory manner. She is recog- 
nized by the nursing organizations as an outstanding 
teacher and school administrator and that, therefore, 
Sister Margaret will not permit the medical staff to 
dominate the Sister director of the school. 


Problem 

1. Does the staff have any responsibility for or in- 
terest in nursing procedures ? 

2. What should be the relationship between the 
medical staff and the nursing staffs of the institution ? 
Between the Sister director of the nursing service, the 
Sister director of the school and the Sister superin- 
tendent, on the one hand, and the chief of staff as well 
as the medical departmental directors, on the other 
hand ? 

3. How can Sister Margaret effectively cope with 
the various problems which have been raised by the 
staff ? 

4. Formulate policies to be embodied in the minutes 
of the board of control defining comprehensively the 
relationships between the hospital and the school with 
special emphasis upon the staff’s interest in both. 


PROBLEM NO. 9 


The Staff's Dissatisfaction with the Sister 
Superintendent 

The staff of St. Rose’s Hospital has always prided 
itself on its half century of peaceful cooperation with 
the Sisters and especially with the Sister superintend- 
ent. The hospital stands well in the community and 
has an enviable reputation among its rivals and com- 
petitors as well as with the public. Sister Virginia has 
just recently been appointed Sister superintendent. 
She appears before the staff at its first meeting sub- 
sequent to her appointment and made what she re- 
ported to her Mother General to be a very emphatic 
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talk telling the staff “where they are to get off” as 
she put it in her letter. Apparently, she told the staff 
that the reason why they got along with the Sisters 
was because the staff “got its own way” but that in 
these days of socialized medicine, the superintendents 
of the hospital and those who have charge of its wel- 
fare activities must be accorded a larger voice in staff 
activities. The chief of staff extended a warm welcome 
to Sister Virginia and welcomed her. He agreed that 
there were changes in social responsibilities for the 
hospital but respectfully pointed out to Sister Vir- 
ginia that, with all of these changes, the fundamentals 
of medical practice and the relationships of the staffs 
to the hospital must be maintained unchanged. He 
motivated his remarks by strong representations. 
Sister Virginia gained the impression that the chief 
of staff was talking against her address and felt re- 
sentful over the entire situation. Gradually the strains 
became very acute and after one year, Sister Virginia 
was removed from her post to the great relief of the 
staff but also to her own great humiliation and resent- 
ment. She claimed to be too far ahead of her time for 
this ultraconservative staff and she expressed the hope 
that she might be sent somewhere where modern 
ideas might prevail. 


Problem 

1. What should be thought of Sister Virginia’s wis- 
dom in challenging the status of medical care in the 
institution which she had just been called upon to 
direct ? 

2. What judgment would you pass upon the action 
of the chief of staff in allegedly seeming to “pick a 
fight” at the earliest possible opportunity ? 

3. Define the issues involved in the controversy 
through a statement which clearly indicates the con- 
flicting positions taken by Sister Virginia and the 
chief of staff. 

4. Now that Sister Virginia is removed from her 
position, what kind of Sister would it be highly de- 
sirable to secure for the position of Sister superintend- 
ent in this institution? 


C. Third Week. Problems on the Administration 
of Patient Care 


PROBLEM NO. 1 


The Organization of the Emergency Service 
Sister Josephine, the Superintendent of a large 
urban hospital, is greatly distressed by the reports 
that have reached her, that the emergency service of 
her hospital has been severely criticized. 

She determines that the next emergency case which 
comes to the hospital will be carefully studied. She 
finds that fifteen minutes elapse before the patient is 
made comfortable in the emergency room and before 
the resident finally appears to give attention to the 
patient. Worse still, the whole place seems to be in 
confusion. No one seems to know what nurses are 
supposed to be on service, what kind of reports to 
make to the police, where the telephone number of 
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police headquarters is, and, in general, there seems to 
be a complete disintegration of what Sister Josephine 
believed to be a well-organized hospital routine. Sister 
Josephine determines to look through the records of 
the emergency service, and she finds to her horror that 
over a period of three months, five patients have died 
in the hospital in the emergency room before a doctor 
saw them. She calculates that this constitutes about 
ten per cent of the emergency patients. She notes that 
the coroner has complained of not being notified of 
some of these deaths. Sister Josephine finally deter- 
mines to study the entire situation most carefully in 
the hope of bringing the emergency service up to the 
level of the medical care given in other sections of the 
institution. 

Problem 

1. Discuss the function and operation of an emer- 
gency service in a general hospital in an urban 
community. 

2. Write regulations for the emergency service pro- 
viding for 

a) immediate medical attention ; 

b) immediate nursing attention; 

c) proper notification to the hospital office ; 

d) proper notification to the police department ; 

e) provisions in case of particular contingen- 
cies. 

3. What members of the hospital personnel must 
be informed of the new regulations, and how should 
Sister Josephine proceed in bringing the new regula- 
tions to the attention of her staff? 

4. Discuss the obligation of the hospital to the 
coroner. 

5. Discuss the application of the Lien Law to 
emergency cases. 


PROBLEM NO. 2 
The Integration of a Medical Admission Routine 
in the General Hospital Service 

Sister Catherine is greatly concerned when she hears 
the Sisters at a Convention discuss the medical ad- 
mission routine of her hospital. She really does not 
know what is meant by such a routine, even though 
she is the Superintendent of a 100-bed hospital in a 
community of 10,000 inhabitants. She hears that cer- 
tain laboratory tests are to be carried out immediately 
upon the patient’s admission; that the patients are 
not charged for this laboratory work; that some of 
the doctors insist that this routine be carried out; 
that histories are to be written within 24 hours of the 
patient’s admission; and, finally, that a provisional 
diagnosis must be ready within the first 24 hours. All 
this Sister Catherine hears from the other Sisters, and 
she wonders how she can have this introduced in her 
own institution. Moreover, Sister seeks advice on the 
necessity of this admission routine. 
Problem 

1. How would you instruct Sister Catherine con- 
cerning the importance of a proper medical admission 
routine obligatory for all patients ? 
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2. Outline the steps which must be taken in intro- 
ducing such an admission routine in a hospital in 
which it has not been enforced. 

3. Discuss the procedures which Sister Catherine 
should adopt in educating her staff members to the 
necessity of this routine and to enforce its complete 
observance. 

4. Discuss the exceptions to the enforcement of an 
admissions routine. 


PROBLEM NO. 3 

The Organization of the Operating Room Service 

The operating-room service of St. Michael’s Hos- 
pital has been severely criticized by the hospital in- 
spector of the American College of Surgeons. He 
points out that operations are scheduled sometimes 
not more than a half an hour before they are to take 
place; that patients have been brought to the operat- 
ing-room floor and have been assigned to rooms in 
which an operation was already in progress; that the 
doctors compete sometimes with considerable feeling 
for a particular room; that all too frequently instru- 
ments and other equipment seems to be lacking in the 
operating room, even though the apparatus and instru- 
ments and other equipment seem to be lacking in the 
quently the anesthetist is late and just as frequently 
the surgeon is tardy in arriving for the operation ; and, 
finally, that in the wards there seems to be lacking a 
proper preoperative procedure. Sister Ruth, the Super- 
intendent of the hospital, is amazed at all this criti- 
cism. She asks many questions of the hospital inspec- 
tor but she is told that her operating-room service 
must be completely reorganized before the patients 
can be safely entrusted to this department. 
Problem 

1. Discuss the basic principles for the organization 
of an operating room service. 

2. Write the general rules which should govern the 
operating room personnel ; that is, a set of rules which 
do not go into detail of technique and procedure but 
rather instruct the entire personnel with reference to 
basic requirements. 

3. How should Sister Ruth provide against the con- 
tinuance of the justifiable complaints of the hospital 
inspector ? 

4. Write the report on the inspection which Sister 
Ruth expects to put before the medical staff of the 
hospital to enlist the full cooperation of the staff. 


PROBLEM NO. 4 


Administrative Problems with Reference to Critically 
Ill Patients 

Sister Margaret, the Superintendent of St. John’s 
Hospital, is deeply worried over the fact that patients 
in her hospital have died, sometimes without receiving 
the Last Sacraments, sometimes without proper notifi- 
cation to the relatives, and sometimes without appar- 
ent awareness among the nursing personnel of the 
patient’s critical condition. Complaints on all these 
various scores have reached Sister Margaret very fre- 
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quently. She determines to put an end to these com- 
plaints and to this end she herself outlines the proce- 
dures with reference to critically ill patients. 


Problem 

1. What is understood by a critically ill patient? 

2. What are the advantages of maintaining a list of 
critically ill patients, and where should such a list be 
kept? To what uses can it be put? What persons 
should have access to it? 

3. If you were in Sister Margaret’s place and had 
undertaken the work which she had set herself, how 
would you proceed? Draft the document which you 
would write in Sister Margaret’s place. 

4. What procedures would you adopt in bringing 
the new regulations to the attention of the proper 
persons ? 

PROBLEM NO. 5 
Administrative Problems with Reference to Chronic 
Patients 


Sister Beatrice hears at a hospital meeting that all 
the hospitals in her city report an average patient stay 
of about 12 days. She determines to make a study of 
her own hospital to find this index for her own insti- 
tution. She is amazed to find that by one method of 
calculating she reaches an average stay of 15 days. On 
consulting a hospital expert on the matter she is told 
that many factors enter into this index. Accordingly, 
she makes a study of the patients in her hospital and 
finds that as many as 12 per cent of them have been 
in the hospital for more than eight weeks. The “turn- 
over” for each hospital bed is found to be rather low, 
since instead of about 25 patients per bed per year 
her “turnover” is only about 18 patients per bed per 
year. She is greatly distressed, therefore, by the whole 
situation, and wonders what should be done with refer- 
ence to the great number of chronic patients which 
she has in her hospital. 


Problem 


1. What importance do you attach to the statistics 
concerning the average stay of the patient in the hos- 
pital, the “turnover” per bed and the relation between 
the total hospital days and the total patients per 
year? 

2. What kind of a program should Sister Beatrice 
devise with reference to chronic patients, and how 
would you define a chronic patient? 

3. What safeguards might well be adopted in a well- 
regulated hospital with reference to patients whose 
stay exceeds a fixed maximum? 

4. What functions can a social service department 
perform to aid the administrator in reducing the aver- 
age stay per patient? 


PROBLEM NO. 6 
The Administrator’s Function in Receiving Complaints 
Concerning the Hospital’s Service 
Sister Anna on assuming the duties as hospital 
Superintendent of St. Joseph’s Hospital, is told by her 
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outgoing predecessor that, if she wants to keep her 
peace of mind, she will ignore all complaints and 
simply “do the best she can.” Sister Anna regards this 
as the outcome of administrative wisdom acquired 
through years of experience and decides to act on it. 
She finds, however, that it is not as easy as it seems 
to follow this advice. Complaints concerning the hos- 
pital’s service multiply rapidly not only on the part 
of the patients and their relatives, but also on the 
part of the staff, the nurses, the welfare agencies, and 
sometimes also on the part of the police. Sister Anna 
finally determines to keep a list of complaints. Not a 
single day passes but that four or five of them ac- 
cumulate and on one day she records as many as 15 
complaints, all of which seem to her when she faces 
them sincerely, as fully justified. She begins to doubt 
the wisdom of the advice received from her predeces- 
sor. She begins to look into the reasons for the com- 
plaints and finds that her time is fully occupied in 
making her investigations. The matter becomes so 
complicated that before long she calls upon other 
Sisters to help her in tracing the reasons for the dis- 
satisfaction of the hospital. Much to her joy, after 
about three years of anxiety, she finds the complaints 
growing fewer and becoming less insistent, and when 
her term of office expires she gives the advice to her 
successor to begin immediately to evaluate every 
single complaint. 


Problem 

1. Evaluate the advice received by and _ subse- 
quently given by Sister Anna. 

2. What procedure should be adopted in tracing 
complaints? Is it wise to organize a Complaint De- 
partment in a hospital ? 

3. What safeguards should be adopted in devising 
a procedure for dealing with complaints? 

4. Of what value are complaints to the Hospital 
Administrator ? 


PROBLEM NO. 7 


Administrative Problems with Reference to Patients 
Referred by a Welfare Agency 

The Children’s Aid Society of Smithville refers its 
sick children to St. Elizabeth’s Hospital. Sister Ger- 
trude in charge of the Pediatric Department is deeply 
interested in these patients, attends to their welfare, 
but resents deeply. the necessity of sending reports to 
the Children’s Aid Society. She does not wish to be 
bothered with constant reporting, and insists that the 
children are patients of her department and hence that 
it is no one’s business except her own to know of their 
medical condition. To make matters worse, the Chil- 
dren’s Aid Association finds it difficult to get any in- 
formation about charges until it is almost time for the 
patient to be dismissed, and what is even more subject 
to complaint by the Children’s Aid Association, is the 
fact that even the medical history of the patient is 
frequently left incomplete. 
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Problem 

1. On what principles should the relation between 
welfare agencies and a hospital be based ? 

2. What administrative procedure should be de- 
vised to satisfy the referring agency concerning all 
matters about which they have a right to full infor- 
mation ? 

3. What should be the business relations between 
the hospital and a referring welfare agency ? 

4. Draft a satisfactory form of agreement between 
a Children’s Aid Association and a Catholic hospital 
with reference to the medical care of child patients, 
so that you may give it to Sister Gertrude in helping 
her to solve her problem. 


PROBLEM NO. 8 


The Hospital Administrator’s Functions with 
Reference to the Autopsy Service 


Sister Dorothy is greatly distressed over the fact 
that her hospital shows an autopsy percentage of only 
12 per cent. She is at a loss to know how this percent- 
age can be increased. When she speaks about the 
matter to some of the staff members, they seem to be 
entirely indifferent. The Chaplain, moreover, is against 
an extension of the autopsy service. The St. Vincent de 
Paul Society claims a great many of the bodies and 
since they have entered into a contract with the 
undertaker for the burial of indigent patients, the 
undertaker objects to the autopsies. The interns re- 
fuse to ask the relatives for permission to have an 
autopsy performed on the deceased patient. Sister 
Dorothy gives up in despair and insists with the hos- 
pital inspector from the American College of Surgeons 
that if approval of the hospital hinges on the autopsy 
service, the hospital will surely not merit such 
approval. 


Problem 

1. What is to be thought of the value of the autopsy 
service ? 

2. What administrative provisions are necessary to 
increase the percentage of autopsies ? 

3. What justification is there for the judging of the 
excellence of a hospital by the autopsy percentage ? 

4. What practical, helpful advice would you give to 
Sister Dorothy in her struggles and how would you 
advise her regarding her despair in solving her 
problem ? 

5. What bearing does the autopsy service have on 
the administration of patient care? 

6. What interest does the Chaplain have in the 
autopsy ? 

PROBLEM NO. 9 
Problems in the Discharge of Patients 

In St. Mary’s Hospital, the discharge of patients is 
a matter of “hit and miss.” There is no provision for 
discharge notes, nor method of notifying the office 
when the patient is to be discharged, and the intern 
staff holds itself completely aloof from the entire 
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problem. The telephone operator has repeatedly re- 
ported a patient to be improving when the patient has 
been back in his home for four or five days. When 
friends send flowers to the patient, Sister Helen, the 
Superintendent, has the flowers sent to the chapel 
when she finds that the patient is no longer in the 
house. Worse still, many of the bills sent to patients 
are returned for correction since the dates of the pa- 
tients’ discharge are incorrectly stated. Sister Helen 
attempts to correct the situation by administrative 
provisions at various points, but the difficulty persists. 
She believes that the problem cannot be properly 
settled unless there is a complete reorganization of the 
medical care of patients in the institution. She seeks 
the advice of competent hospital administrators to 
rectify the situation in St. Mary’s Hospital. 
Problem 

1. How should Sister Helen proceed in bringing 
order into the institutional chaos? 

2. What are the basic principles upon which a 
proper discharge procedure should rest ? 

3. What interest should the medical staff and the 
nursing staff take in the discharge procedure ? 

4. What attitudes should the hospital take toward 
the patient at the time of discharge? 

5. What is the present commendable attitude 
toward a follow-up responsibility ? 


D. Fourth Week. Problems on The Statistical 
Evaluation of Care to Patients 
PROBLEM NO. 1 
The Patient Census 
Sister Maud, of St. Bridget’s Hospital, is very much 
disturbed by the request from the United Charities 
Organization to prepare a justification of the state- 
ment she makes about the average daily census of her 
institution. The United Charities Association points 
out that the average daily census as submitted by the 
hospital would indicate a 94 per cent occupancy, 
whereas in reality, the hospital claims only a 70 per 
cent occupancy. Sister Maud finds herself in great 
perplexity. She has never studied statistics, and knows 
very little about such facts as the daily census, the 
annual census, the number of annual hospital days, 

etc. 


Problem 

1. Discuss the various ways in which the daily cen- 
sus is determined. 

2. How may the annual census be calculated ? 

3. Discuss the various ways in which hospital days 
are determined, and show the limitations of the var- 
ious methods. 


PROBLEM NO. 2 
Laboratory Service Index 
Sister Caroline, of St. Hedwig’s Hospital, has heard 
that one of the ways of evaluating the excellence of an 
institution is to determine how many laboratory pro- 
cedures per patient are carried out. She is greatly in- 
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terested in having a study made in her own hospital, 
but the laboratory Sister says that she knows of no 
way of doing it, since her records are not in such a 
condition to permit of such calculations. Besides, so 
the laboratory Sister says, it is foolish to summate 
such procedures as the basal metabolism and red blood 
counts. She sees no sense in the whole procedure and 
is inclined to protest against the amount of work that 
will be involved. Sister Caroline is inclined to be in- 
sistent and on seeking advice from some of the doc- 
tors she gives Sister an order to study this situation 
completely and to introduce proper statistical proce- 
dures into the department. 


Problem 

1. What difficulties will the laboratory Sister en- 
counter in carrying out her Superior’s orders ? 

2. Is there any value to an index which quotes the 
laboratory service in terms of so many procedures per 
patient ? 

3. What comment would you make on the labora- 
tory Sister’s objections ? 


PROBLEM NO. 3 
Statistics of the X-Ray Department 

Sister Julia recognizes that the service of the X-ray 
department is among the essential services of the hos- 
pital in the care of patients. She hears other Sisters 
talk about a required chest plate, biplaner radiograms, 
stereoscopic exams, and similar activities of the X-ray 
department. She would like to know how much work 
is being done by her own X-ray department and how 
to evaluate the volume of work, particularly since she 
wishes to arrive at a practical solution of the roent- 
genologist’s claims for remuneration. She is also wor- 
ried about the charges to patients which should be 
made for the services of the X-ray department. 


Problem 

1. On what various bases may roentgenologists be 
paid? Or, should they be “paid”? 

2. How can the volume of service rendered by an 
X-ray department be evaluated, and of what help is 
the study of such service to the hospital administrator ? 

3. What is to be thought of chest plates as a part 
of the admissions procedure ? 

4. Under what various headings should the statistics 
of the X-ray department be assembled ? 


PROBLEM NO. 4 
The Measure of Service of the Physiotherapy 
Department 

Sister Ann is the Superintendent of a hospital to 
which a large out-patient department is attached. 
The physiotherapy department in the hospital renders 
extensive service to both in- and out-patients. Sister 
Ann is very much concerned about the cost of con- 
ducting the physiotherapy department, and wishes to 
determine whether the department is really paying for 
itself. She is also concerned about the large volume of 
charity service rendered by the department. She is 
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willing enough to give free service, but she thinks that 
the hospital should not lose money in rendering such 
service. She is greatly confused by the complications 
in understanding what the physiotherapy department 
is really doing. Such terms as hydrotherapy treatment, 
diathermic apparatus, fever cabinets, etc., are entirely 
strange to her, and she has no way of telling whether 
she should continue these different kinds of services. 
Problem 

1. Can you help Sister Ann make up her mind about 
the value to the hospital of the physiotherapy depart- 
ment? 

2. Under what headings should the statistics of the 
physiotherapy department be presented ? 

3. What is the range of charges to patients for the 
services of the physiotherapy department ? 

4. What advice would you give to Sister Ann con- 
cerning her self-confessed ignorance ? 


PROBLEM NO. 5 
Statistics of the Pharmacy 

Sister Mercedes who is the Superintendent of a 
large hospital hears at one of the Conventions that 
one of the common financial leakages in the hospital 
is in the pharmacy. She hears it explained that the 
costs of the pharmacy have increased enormously by 
reason of the popularity of the biologicals. She also 
hears that the preparation of prescriptions is out of 
date and that the new kinds of drugs which are pro- 
prietary cost so much more than the old stock chem- 
icals. On the basis of such representations, the phar- 
macy is making great demands on the hospital budget. 
Sister Mercedes feels that much of this recent de- 
velopment is altogether unnecessary, and determines, 
therefore, to make a statistical study of the pharmacy. 
She finds that this is not as easy as it seems, and even 
when the report is finally filed with her, it is very 
difficult for her to understand the services which the 
pharmacy is rendering in the care of patients. 
Problem 

1. What is to be thought of Sister Mercede’s atti- 
tude toward the pharmacy? 

2. Under what headings should the statistics con- 
cerning the pharmacy be presented ? 

3. What hints for policy-making are to be expected 
from an annual report of a hospital pharmacy ? 

4. Of what importance to the staff would be an 
annual report of the pharmacy? 


PROBLEM NO. 6 
Statistics Concerning the Service of the Operating 
Room 
The operating room is of course one of the chief 
service centers of the hospital. It may also become the 
chief drain of much of the hospital’s expenditures. 
Sister Catherine ponders these statements repeatedly 
at her superintendent’s desk and finds herself in great 
distress of mind because she seems to be unable to 
get proper statistics for her operating room. She does 
not know, for example, what the real cost for instru- 
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ments per operation is, what the cost of anesthetics 
per operation is, how much money she should allocate 
in the budget to the operating room for the mainte- 
nance of the present equipment, and in general finds 
herself ignorant of any method by which she should 
approach her problem. She calls on the supervisor of 
the operating room and discusses the situation with 
her but Sister takes the attitude that details on all 
these points are unnecessary and that since the oper- 
ating-room Sister is not going to waste any money, 
the only sound attitude to take is to give her what 
she asks for. Sister Catherine is not inclined to be so 
lenient and she orders Sister Juliana, the operating 
room supervisor, to give her reliable statistics. 
Problem 

1. Discuss the attitudes of Sister Catherine and 
Sister Juliana. 

2. What statistical data should Sister Catherine get 
from Sister Juliana for the purpose of budget making ? 

3. What statistical data should be available to de- 
termine the volume of service rendered by the oper- 
ating room in the care of patients? 

4. Is there any valid reason why statistical details 
should be assembled concerning the operating room? 


PROBLEM NO. 7 
Statistics Concerning the Supply Room 

Sister Marian is sure that her hospital is losing 
money on the central supply room. Whereas before the 
installation of the central supply room each Sister 
was most careful to safeguard her supplies, exclusive 
of food, Sister Marian now finds that because the 
Sisters do not see the diminishing supply, they are 
much more careless in the use of supplies they need 
for nursing service. Sister Dorothy, the supply room 
Sister, disagrees with her superior on these points and 
submits a volume of statistics to prove her contention. 
Problem 

1. How should statistics concerning the supply 
room be presented ? 

2. How can interpretations be made to justify sup- 
ply room expenditures in terms of service to patients ? 

3. In what various respects is the staff interested in 
the functioning of a central supply room? 


PROBLEM NO. 8 
Fuel Statistics 

The problem of heating a hospital was always a 
great mystery to Sister Irene. She has heard a great 
deal about B.T.U.’s, about radiation areas, about per 
unit fuel expenditure, and similar terms connected 
with heating, but it all was too difficult for her to 
follow. She says that coal can be bought by the car- 
load, as, when, and if needed. After all, the house 
must be heated and the hospital must buy coal to 
heat it, and therefore there is no value to elaborate 
statistics about these very simple facts. She knows 
that there are different kinds of coal, but she does 
not trust the elaborate talking points of the salesmen. 
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Problem 

1. Are there ways of determining fuel costs per 
patient in a hospital and can any value be attached 
to such determinations ? 

2. What is to be thought of Sister Irene’s attitude 
with reference to fuel statistics? 

3. What measure of reliability can be placed upon 
the opinion of records of the firms in giving advice 
about fuel ? 


PROBLEM NO. 9 
Out-Patient Statistics 


Sister Gertrude is the director of an out-patient de- 
partment which has about 400 patients a day. She 
hears complaints about a lack of co-ordination between 
the volume of work done in the various clinics and the 
clinic schedules. She also finds that some of the clinics 
have ample personnel, while other clinics are defi- 
nitely undermanned by physicians, nurses, and by 
auxiliary personnel. The problem is very perplexing 
to Sister Gertrude who after all has the authority for 
saying the final word in such matters, but she really 
does not know what orders to give. 


Problem 

1. How would you prepare statistics showing the 
service rendered by the various clinics of the out-pa- 
tient department ? 

2. After you have found the patient load of each 
clinic, how may comparable statistics be prepared to 
show the adequacy of the various kinds of personnel 
in each one of the clinics? 

3. How should statistics be interpreted in deter- 
mining policies with reference to personnel, limitations 
in the volume of service, and scheduling ? 


Comments 


The result of the experiment of conducting a course 
in hospital administration in this manner offered con- 
vincing proof of the efficacy of the method. At the 
end of the course in 1940, it was suggested that the 
Sisters attempt during the year no matter how busy 
they may be, to keep “an administrative diary” in 
which the various problems which arise from day to 
day in the conduct of the hospital were briefly form- 
ulated together with the actual solution. Several of 
the Sisters who had followed this problem course in 
the previous summer, were able to carry out the sug- 
gestion and to their own satisfaction as well as to the 
satisfaction of the director of the course, papers of the 
greatest interest were developed. The daily adminis- 
trative life of the hospital was thus revealed with a 
striking realism. Moreover, this method of conducting 
the class calls attention to the fact that the solution 
of an administrative problem is very seldom the only 
solution and that the administrator is generally con- 
fronted with the choice of alternatives. She must, 
therefore, call not only upon her power of logical pene- 
tration but also upon her wisdom and prudence, her 
tact and diplomacy if she ambitions to make herself 
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not only effective but if she desires moreover, to char- 
acterize her administration by those higher qualities 


which one rightfully expects to find in a religious hos- 
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pital executive who has dedicated her life to the 
highest and noblest purposes for which a human being 
can live and labor. 


Ill. Introduction to Research in Hospital Administration 


(Course Ha 107) 

The third course in the series which was followed 
by 14 Sisters was in many respects the most difficult 
even if the most fascinating of the three. The first two 
courses were conducted largely in the classroom and 
in the library; the third was conducted exclusively 
except for conference periods, in the midst of actual 
situations in the hospital. St. Mary’s Hospital and 
the Firmin Desloge Hospital of St. Louis University 
were used for this field experience. This course was 
given for the first time in the summer of 1941. 

The thought underlying the organization of this 
third course was briefly this. In the first course, the 
objective is to give the student a broad understanding 
of the vast field of hospital administration, a field 
which in many respects touches upon practically all 
human interests. In the second course, the purpose is 
to bring home to the student the realization that effec- 
tive administration can be best secured by viewing 
the countless incidents which come to the attention 
of the hospital administrator as so many problems 
which must be solved sometimes in response to a per- 
emptory necessity, sometimes in response to the de- 
mands of a long term program, sometimes vigorously 
and sometimes leniently, but always with effectiveness 
and with a wise and prudent attention to the most 





deeply human feelings. It remains to bring home to 
the student of hospital administration the realization 
of how ideals are carried out in actual practice under 
diverse conditions, under restrictions, under the limi- 
tations of personnel, finance and opportunity. To this 
end, the student who has completed an introductory 
course dealing with the theoretical aspects of a prob- 
lem is now sent into an actual hospital department. 
The detailed objectives which are kept in mind all 
through the period were briefly these. 

a) To give the Sister student of hospital adminis- 
tration an opportunity of observing the actual 
operation of a particular department ; 

b) To enable her to exercise her critical judgment 
in the course of such observation ; 

c) To teach her in an elementary and introductory 
manner, how to identify and formulate problems 
as based upon her observation of a particular 
situation ; 

And lastly, to stimulate her to find remedial and 
developmental measures in the solution of the 
problems which have been identified. 

Incidental to all of this, the students 
sufficient leads to enable them to recognize in the ac- 
tivities which they were carrying on, the opportunities 
for surveying and evaluating the work of those depart- 
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ments which they had chosen for their special fields 
of interest. 

The group was given a list of the various depart- 
ments of the two hospitals in which they would be 
welcomed. The names of the various Sisters, physi- 
cians, or other staff members associated with these 
departments were also supplied to them. The students 
individually were allowed to choose from this list the 
department in which each would be interested. The 
director of the course then sent letters to the staff 
members recommending the particular Sister student 
to the hospital officials. These letters also contained a 
brief résumé of the objectives and procedures which 
had been previously discussed with the hospital 
personnel. 

Two weeks were allotted in each field of experience, 
at the end of which time the student was required to 
submit a complete report to the entire class. The pres- 
entation of this report aroused keener interest by 
reason of the fact that each of the other members of 
the group had had her experience in a more or less 
closely related department to the one with which the 
report dealt. The criticisms and suggestions given by 
the other class members to the author of each of the 
reports thus gained in significance. What was even 
more important even though it was a by-product of 
the method, was the growing consciousness of the 
value of institutional integration. In the discussions, 
it frequently became clear that in this or that depart- 
ment too great an emphasis was placed upon depart- 
mental autonomy rather than upon institutional unity. 
In other instances again, illustrations were found of 
the due subordination of departmental development 
to institutional unity. The effect of a day-after-day 
intensive thinking and of continuous observation for 
two weeks in a restricted area of the hospital, can 
scarcely be over-emphasized. The Sister students gave 
ample evidence of the fact that they had penetrated 
before long into the meaning of each hospital depart- 
ment’s significance for the other departments and of 
the dependence of the departments upon the govern- 
ing personnel, the central office and the institutional 
objectives and policies. 

For the most part, the second two weeks’ experi- 
ence of each of these students proved to be even more 
challenging and fascinating than the first, thus afford- 
ing evidence of the relatively rapid growth of the 
students in their appreciation of the work which they 
were doing. It must be admitted that the procedure 
was so effective to a large extent because each one of 
the Sisters who constituted the group had already 
had considerable administrative experience. The Sis- 
ter students in this course were the following: 

Sister Bridgid Garvey, S.C.N. 

Superintendent of Nurses, SS. Mary and Elizabeth 
Hospital, Louisville, Ky. Sisters of Charity of Nazareth, 
Nazareth, Ky. 

Sister Jeanne-Mance Bertrand, R.H. 


Director of Laboratories, Hotel-Dieu of St. Joseph, 
Montreal, Quebec, Canada. Religious Hospitallers of St. 
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Joseph, Hotel-Dieu, Montreal, Quebec, Canada. 
Sister Mary Agnes Nash, O.S.F. 

Superintendent, St. Anthony Hospital, Oklahoma City, 
Okla. Sisters of the Third Order of St. Francis, Mary- 
ville, Mo. 

Sister Mary Alexandra Leveling, S.S.M. 

Assistant Superintendent, St. Mary’s Hospital, Madison, 
Wis. Sisters of St. Mary of the Third Order of St. Francis, 
St. Mary of the Angels Convent, St. Louis, Mo. 

Sister Mary Celeste Nix, S.S.M. 

Superintendent, St. Mary’s Infirmary, St. Louis, Mo. 
Sisters of St. Mary of the Third Order of St. Francis, St. 
Mary of the Angels Convent, St. Louis, Mo. 

Sister Mary De Paul Oligschlaeger, S.S.M. 

Assistant Superintendent, Firmin Desloge Hospital, St. 
Louis, Mo. Sisters of St. Mary of the Third Order of St. 
Francis, St. Mary of the Angels Convent, St. Louis, Mo. 
Sister Mary Ernestine Leveling, S.S.M. 

Supervisor, Central Supply, Firmin Desloge Hospital, St. 
Louis, Mo. Sisters of St. Mary of the Third Order of St. 
Francis, St. Mary of the Angels Convent, St. Louis, Mo. 
Sister Mary Lucia Kelly, O.S.F. 

Council Member, St. Francis Hospital, Maryville, Mo. 
Sisters of the Third Order of St. Francis, Maryville, Mo. 
Sister Mary Marcella Goeke, S.S.M. 

Superior, St. Mary’s Ringling Hospital, Baraboo, Wis. 
Sisters of St. Mary of the Third Order of St. Francis, St. 
Mary of the Angels Convent, St. Louis, Mo. 

Sister Mary Theobalda Kamper, S.S.M. 

Superior, St. Mary’s Hospital, St. Louis, Mo. Sisters of St. 
Mary of the Third Order of St. Francis, St. Mary of the 
Angels Convent, St. Louis, Mo. 

Sister Olivia LeTourneau, C.S.J. 

Floor Supervisor, St. Joseph’s Hospital, St. Paul, Minn. 
Sisters of St. Joseph of Carondelet, Province of St. Paul, 
St. Paul, Minn. 

Sister Robert Ann Cash, S.C.N. 

Instructor in Nursing Arts, St. Joseph’s Hospital, Lexington, 
Ky. Sisters of Charity of Nazareth, Nazareth, Ky. 

Sister St. James Mulheron, C.S.J. 

Ward Supervisor, St. Joseph’s Hospital, St. Paul, Minn. 
Sisters of St. Joseph of Carondelet, Province of St. Paul, 
St. Paul, Minn. 

Sister Willehadis Hinkes, S.Sp.S. 

Financial and Business Officer, St. Therese’s Hospital, 
Waukegan, Ill. Missionary Sisters, Servants of the Holy 
Ghost, Techny, Ill. 

The areas in which the students gained their experi- 
ence were the following: 

The Administration of Nursing Care 

The Admission Procedure in an Out-Patient 

Department 

The Administration of General Service Departments 

The Hospital Administrator’s Functions 

Social Admitting in an Out-Patient Department 

The Administration and Management of the House- 

keeping and Maintenance Personnel 

The Administration of Food Service 

The Administration of the Record Department 

The Functions of the Admission Office 

The Hospital Administrator as a Co-ordinator of 

Departmental Functions 

Divisional Nursing Service 

The Administration of a Central Supply Department 

Hospital Accounting Problems 
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IV. Observations and Comments 


With the summer session of 1941, the Catholic 
Hospital Association in cooperation with St. Louis 
University has completed for the first time, the three 
year cycle of summer sessions as originally planned. 
The experiment, it is thought by all who participated, 
was worthwhile and a most successful one. It is hoped 
that all three of the courses will be given in each 
summer session from now on so as to give all of the 
Sisters who take the introductory institute an oppor- 
tunity of attending in three successive years. 

It is recognized that these courses and the methods 
by which they are conducted have their limitations. 
First of all, the period of time is, to be sure, too short 
a one to develop an administrator. Upon this, those 
who guided this course and who are responsible for it, 
have no illusions. On the other hand, three intensive 
periods of a month each devoted to administration 
under conditions such as exist at St. Louis University 
and its hospitals cannot but profoundly influence a 
person who knows that she is engaged in activities 
which are to fit her for a life work. For this reason, 
too, the officials of the Association and the authorities 
of the University cannot regard these three summer 
institutes as in any way adequate substitutes for a 
strong undergraduate program leading to a degree 
followed by a year’s internship and a year or more 


of further graduate study leading to a Master’s degree. 

On the other hand, after this experiment there can 
be no question but that these three courses form a 
compact and unified group which cannot be without 
their effect in the preparation of Sister hospital ad- 
ministrators. These courses are not intended as a sub- 
stitute for the two- and three-day institutes or even 
the week institutes which are held in various sections 
of the country. The latter undoubtedly have their 
stimulating effect but these three month institutes 
may be considered as a minimal approach to the 
preparation of hospital executives especially if the 
student comes to them, as many of the Sisters do, 
sometimes after years of practical experience in the 
field. 

It would seem, therefore, that the complete program 
of preparation endorsed by the Catholic Hospital 
Association, namely, the undergraduate curriculum, 
the internship and the period of graduate study, may 
be specially appropriate for the preparation of pro- 
spective administrators who have had relatively little 
experience as administrators but that these month 
institutes may be regarded as specially designed to 
meet the needs of Sisters who have had extensive ex- 
perience as executives in fhe hospital field. 


St. Alphonsus Hospital, 
Port Washington, Wisconsin 


Introduction 


THE thirteenth hospital of the Sisters of the Sorrow- 
ful Mother of the Third Order of St. Francis was 
opened on May 1, 1941, at Port Washington, Wis., a 
short distance from Milwaukee, where the American 
novitiate of this sisterhood is located. This group of 
Sisters has a notable history of accomplishment since 
its first mission — St. Francis Hospital in Wichita, 
Kans. — was undertaken. 

Now this sisterhood, which has its mother house in 
the Eternal City, may be found in six states — Kansas, 
Wisconsin, Wyoming, Minnesota, New Mexico, and 
Oklahoma, directing 13 institutions, almost exclu- 
sively for the care of the sick. In little more than 50 
years, these Sisters have come to serve 12 different 
communities, have given generously of themselves and 
of the resources placed at their disposal to alleviate 
the ills of the people whom they have had the oppor- 
tunity to serve. Many thousands of patients, during 
this long period, have received the ministrations of 
these Sisters. At Port Washington in the new St. Al- 


“Superintendent, St. Alphonsus Hospital, Port Washington, Wis. 


Sister M. Bartholomea, R.N.,* 
and Edgar A, Stubenrauch** 


phonsus Hospital, the Sisters of the Sorrowful Mother 
will provide hospital service to the community — in- 
cluding a large rural population. 

The development of the work of this sisterhood 
follows the pattern of many of our religious orders. 
Having begun their work in the United States in 1889, 
by 1900, eight hospitals had been organized in three 
different states and in what are now five dioceses. 
The following missions were founded during this 
period : 

1889 — Wichita, Kans., St. Francis Hospital 
1890 — Marshfield, Wis., St. Joseph’s Hospital 
1891 — Oshkosh, Wis., St. Mary’s Hospital 

1893 — Tomahawk, Wis., Sacred Heart Hospital 
1895 — Rhinelander, Wis., St. Mary’s Hospital 
1895 — Denville, N. J., St. Francis Health Resort 


1897 — Mankato, Minn., St. Joseph’s Hospital 
1898 — Wabasha, Minn., St. Elizabeth’s Hospital 


**Architect, Sheboygan, Wis 
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In the second period of development from 1900 to 
1925, only three new hospitals were founded: 


1906 — Roswell, N. Mex., St. Mary’s Hospital 
1912 — Stevens Point, Wis., St. Michael’s Hospital 
1918 — Oshkosh, Wis., Mercy Hospital 


From 1925 to the present, only two new hospitals 
were established — St. John’s Hospital in Tulsa, Okla- 
homa, in 1926, and St. Alphonsus Hospital in Port 
Washington, Wis., in 1940, and opened for service on 
May 1, 1941. In 1938, St. Mary’s Hospital in Oshkosh, 
founded in 1891, was discontinued as a hospital and 
is now being used as a home for the aged. 

Included in this record of accomplishment must be 
mentioned the four schools of nursing and their con- 
tribution to the nursing profession and, therefore, to 
the welfare of their communities. These schools are 
attached to the hospitals in Wichita, Kans.; Marsh- 
field and Oshkosh in Wisconsin; and Tulsa, Okla- 
homa. Approximately 450 student nurses annually are 
educated in their professional responsibilities and are 
prepared for a life of service to the communities which 
they will be called upon to serve. 

In their efforts to extend their hospital services to 
an ever widening sphere, the Sisters have not been 
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unmindful of the observance of high standards in the 
care of their patients. Many of the members of the 
sisterhood have been afforded opportunity for ad- 
vanced or postgraduate preparation in certain spe- 
cialized fields of nursing and technology. As a result 
and through close cooperation with the medical staffs 
of the various hospitals, these Sisters have merited 
recognition for many of these hospitals not only by 
the American College of Surgeons, but also by the 
Council on Medical Education and hospitals of the 
American Medical Association. 

In its hospital work this sisterhood has become an 
influential force in the state of Wisconsin, forming a 
substantial proportion of the Catholic hospitals serv- 
ing the Archdiocese of Milwaukee, the Diocese of 
Superior, and the Diocese of Green Bay. In the Arch- 
dioceses of Santa Fe and in the Diocese of Oklahoma 
City, Paterson (N. J.), Wichita (Kans.), and Winona 
(Minn.), these Sisters also render generous assistance 
in the work of the Church for the care of the sick. 


Certain General Considerations 
In establishing the new St. Alphonsus Hospital in 
Port Washington, north of Milwaukee on the shore 
of Lake Michigan, in a rapidly growing industrial 
community, and surrounded on the south, west, and 
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north by a widespread rural and suburban area, the 
Sisters of the Sorrowful Mother considered that this 
would be a good community for another Catholic 
hospital. As they undertook this project, the thought 
uppermost in their minds and in the minds of their 
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advisers was that the new hospital must have adequate 
and complete facilities to meet the demands of the 
people of this community. 

The design of the building is modern in spirit and 


will always be pleasing and attractive in appearance. 
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The present building will eventually 
become the central unit in any future 
program of expansion. 

The grounds are very well planned 
with a beautiful boulevard approach 
from the street on the east. Ample 
parking space is provided for use of 
visitors and there is also a special 
parking area for the doctors’ cars. 

A 10-acre plot of land on the out- 
skirts of the town was donated to the 
Sisters by the city of Port Washing- 
ton as the site of the hospital. This 
plot of land was beautifully land- 
scaped. Fruit trees and vegetable 
gardens now form part of this de- 
velopment. In the selection of the 
site, much foresight was exercised. 
The hospital is located most advan- 
tageously on high ground, affording a 
view of the countryside in all direc- 
tions from the hospital. To the east it 
has a most beautiful view of Lake Michigan, the en- 
tire surrounding view being most picturesque. 





Planning the New Hospital 

The hospital now has provision for seventy beds 
and twelve bassinets, and includes an isolation ward, 
maternity ward, operating and sterilizing facilities, 
diagnostic and therapeutic services, electrically oper- 
ated kitchen, and necessary offices for the administra- 
tion of the hospital. In addition, there are included a 
beautiful chapel and a dormitory for the Sisters. The 
building is so planned that extensive additions can be 
constructed providing more accommodations when- 
ever conditions demand expansion. In designing the 
various serving rooms, diagnostic and therapeutic de- 
partments as well as the administrative units, the 
possibility of expansion was carefully considered. Cer- 
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NURSES’ STATION 


tain existing units in the present building, however, 
may require enlargement or possibly the shifting of 
these units to other sections of the expanded plant, 
whenever additional facilities are planned and 
constructed. 


Building Features 

With reinforced-concrete skeleton frame and con- 
crete structural floors, the building throughout is of 
fire-proof construction. The exterior walls are con- 
structed of an 8-in. brick curtain wall, back plastered, 
with a 2-in. air space, having a 4-in. tile inner wall, 
which is also plastered. This type of construction is 
one which has been used for some time and in many 
buildings, and has proved to be a remarkably im- 
penetrable construction, impervious not only to water 
but to wind and cold as well. The floors throughout 
the building are practically all of ter- 
razzo. The walls are of tile and plas- 
tered, and the ceilings are all treated 
with an acoustical tile, not only in the 
corridors, but also in the patients’ 
rooms, in the various operating, 
utility, and kitchen areas. 

The building is provided with a 
nurses’ call system, intercommunicat- 
ing telephone system, emergency call 
system, and doctors’ call system. 

The building is heated with hot 
water circulated to cast-iron radiators 
through a converter from two high- 
pressure steam boilers located in an 
adjoining building. Each boiler is 
stoker fired with a bin-feed screw- 
type stoker. The boiler room contains 
the hot-water tanks and pumps, and 
all equipment is in duplicate so that 
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should any one piece of equipment fail there will be a 
standby unit ready to carry on service. 

The electrical service to the building is a good 
example of the further application of this principle. 
Power and light connections are brought into the 
building through two service connections from oppo- 
site directions but, in addition, an emergency electric 
plant has been provided to supply current and power 
to operating rooms, corridors, and stairways in the 
event of an accident affecting the regular source of 
electrical current. 

The heating plant building includes a garage and 
living rooms for engineer and gardener on the first 
floor and on the second floor, a large, well-lighted 
laundry and living rooms for the employed women in 
the hospital. A driveway was built from the street to 
the boiler-room floor to facilitate the handling of 
ashes and the delivery of supplies which can be moved 
through the boiler room to the laundry elevator or 
through the heating tunnel to the main building. 

The entire building is tastefully furnished and the 
color schemes in the patients’ rooms, as well as in the 
corridors, sunrooms and elsewhere, are carried out in 
a pleasing manner, affording the patient and visitor 
alike an atmosphere of home. Varied color schemes 
are used in the rooms with curtains and linens in 
harmonizing tones. In order to enable the housekeep- 
ing department to function efficiently and effectively, 
an ample number of utility rooms for linens, cleaning 
equipment, supplies, etc., has been conveniently placed 
on the various floors. The floors throughout the build- 
ing are of terrazzo or tile, with linoleum in the center 
of the corridors and in the chapel. The nursery and 
operating-room walls are lined with a linoleum ma- 
terial. This avoids future painting and provides a 
room which can be very easily cleaned. 


The Ground Floor 

The ground floor is divided into the isolation ward 
for patients having contagious diseases, the autopsy 
room, the morgue, and a large assembly room. This 
assembly room will be used for meetings of the hos- 
pital guild and for various groups of people from the 
rural community, as well as from the city of Port 
Washington for the purpose of working out methods 
by which the Sisters can serve the public most effec- 
tively. The thought is to develop a spirit of service in 
the community and pride in the hospital and to pro- 
vide facilities by which to achieve this objective. In 
this assembly room is also included space for a med- 
ical library for the use of the hospital staff and 
physicians practicing in this community. The Sisters 
are doing their utmost to make this hospital a home. 
for service to the sick and suffering of the entire 
community. 

The ground floor is directly connected with the 
service factors of the building beneath the kitchens 
providing for storerooms, refrigerator equipment, 
transformer vault, and, by means of a tunnel with 
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the garage, heating plant, and laundry in an adjoin- 
ing building. 
The First Floor 

The main entrance to the building is through a 
small but beautifully appointed lobby. A large lobby 
has been found unnecessary because visitors very 
quickly become acquainted with the visiting hours. 
Connected with the lobby are two small conference 
rooms for private consultation either for the doctors 
or for the hospital staff. Provision has also been made 
for restrooms for the public, telephone service, and 
similar facilities to serve the patients’ visitors. 

The administrative offices are located adjoining the 
lobby, but sufficiently separated to afford the privacy 
necessary for the work of the office staff. This office 
includes space for the telephones, master controls for 
the call system, clocks, fire alarm, doctors’ register, 
etc. Several private offices are included for the use 
of the administrative heads of the institution. Oppo- 
site the office are the doctors’ coatroom and the file 
room for medical records. 

A comfortable suite of rooms is provided for the 
accommodation of visitors, such as church dignitaries, 
or other distinguished guests, who may occasionally 
visit the Sisters. Two small private dining rooms are 
also included for the use of visitors and members of 
the resident and visiting medical staff. 


The Dietary Service 

The rear wing of the building, opposite the entrance 
lobby, is devoted to the dietary service. The main 
preparation kitchen is to the extreme rear of the wing 
in order to prevent noise and odors from permeating 
other sections of the building, especially the patients’ 
rooms. In order to insure cleanliness and to effect the 
highest degree of efficiency, special attention was 
given to wall and baseboard details through the use 
of smooth and closely fitting surfaces. The omission 
of the hood over the ranges is one feature which was 
adopted, while ventilation is provided through a series 
of ducts in the ceiling which are fitted with grease re- 
moving filters. Through this device, the ceiling is 
perfectly flush with the result that the room is very 
beautiful and attractive. The ventilation ducts are 
connected with exhaust fans which remove all odors. 
Adjoining the main kitchen are the_ refrigerator 
facilities, the bakery, the scullery, and the serving 
kitchen. When prepared, the food is taken to the 
serving kitchen, which is connected by a dumbwaiter 
with the diet kitchens on the various patient floors. 
Special diets are prepared in a diet kitchen adjoining 
the serving kitchen. In addition, the food-preparation 
area is conveniently connected with a receiving room 
for incoming food supplies and is easily available, too, 
to a freight conveyor to the basement, where refrig- 
erator storage rooms are located for the various types 
of raw foods. The kitchens are electrically operated, 
while all cabinets throughout the dietary-service area 
are of metal, flush paneled, warp proof, and noiseless. 
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Sisters’ Accommodations 

To the extreme rear of the kitchen wing is the 
Sisters’ refectory. This is connected by a stairway to 
the Sisters’ accommodations above, including a cloister 
which overlooks a beautiful garden to the south and 
west of the hospital. 

A chapel for the Sisters occupies the rear wing of 
the second and third stories. The simplicity of the 
decorations and appointments makes it very pleasing 
and dignified. Acoustically treated and equipped with 
a ventilating system, it is so arranged that patients on 
the third floor can be wheeled (in beds or chairs) 
onto the balcony; the upper section is arranged so 
that patients on the second floor can be moved 
directly into the chapel so that they may be allowed 
personally to participate in the services. 


Ambulance and Emergency Service 

Adjacent to the kitchen and service yard is the 
ambulance entrance with a _ semisheltered section 
which, in inclement weather, facilitates the unload- 
ing of emergency and other patients. This ambulance 
entrance leads directly into an emergency operating 
room, equipped with all necessary sterilizing and 
emergency operating apparatus. 

From this emergency room, an elevator connects 
with the various floors. Without loss of time, the pa- 
tient can be taken, if necessary, directly to the X-ray 
room on the fourth floor or to the major operating 
room. Adjoining the emergency room, too, is the drug- 
room with provision for ample stock. It is equipped 
with a dumbwaiter connection to a drug storage room 
in the basement below. 
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Patients’ Accommodations and Nursing Service 

The patients’ rooms are on the second, third, and 
fourth floors. The various rooms are equipped for use 
as single and double rooms and the large sunrooms 
toward the front can be used in case of emergency as 
four-bed wards. Each room, with a ceiling finish of 
acoustical material, is attractively decorated and fur- 
nished, and equipped also with a locker or special 
cabinet for each patient. One of the features of these 
lockers is the arrangement whereby the hot water 
piped to the lavatories is carried through a coil for 
keeping the bedpan and other utensils stored in the 
locker at a body temperature at all times. 

At the intersection of the corridors on each floor 
there is an efficient nurses’ station. Located directly 
opposite the elevator entrance, the station is arranged 
to afford the nurse complete control over the activities 
on the floor. There is ample room for records and also 
at each station is a small counter and sink for prepa- 
ration of medicines and other items for the comfort 
of the patients. Adjoining the nurses’ station is a serv- 
ing kitchen for the distribution of meals to the pa- 
tients. As indicated in the description of the dietary 
service, these serving rooms on the floors are con- 
nected by means of a dumbwaiter with the main serv- 
ing kitchen on the first floor. 

The utility room on each floor is well equipped with 
cabinets, work counters, cracked-ice storage, washing 
machine, wet laundry chute, dry-laundry chute, 
flower chute, instrument sterilizer, clinic sink, bedpan 
sterilizer, etc. 

The Third Floor 


The third floor is similar to the second floor in most 
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respects with the exception that a septic operating 
room is located here so as to be remote from all 
other surgical rooms and thus avoid the danger of 
contamination. 

The Fourth Floor 

The fourth floor on which the surgical departments 
are located is divided into two sections — one section 
for obstetrical patients and the other for surgical pa- 
tients. In the obstetrical section, there is a fine nurs- 
ery, providing eleven cubicles affording each infant 
its own private compartment, thus precluding contact 
with other infants. Each cubicle is equipped with its 
own apparatus and utensils. In addition in the nurs- 
ery is installed a complete air-conditioning system 
by means of which it is possible to maintain a con- 
stant temperature at any desired level, and to control 
the humidity within the nursery. In several of the 
cubicles, oxygen connections are also available. Pro- 
vision has also been made for the future installation 
of electrically controlled ultraviolet-ray lamps. 

The section for obstetrical patients has a delivery 
room with a small observation gallery, nursery, and 
preparation room, which are separated from the rest 
of the building by a sound-proof partition in the cor- 
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ridor. The mothers’ rooms are in the same section of 
the building as the obstetrical ward, but are located 
so that disturbing sounds do not penetrate their rooms. 

On the fourth floor is also located the laboratory. 
Should the hospital be enlarged at some future time, 
certain walls can be removed and the laboratory thus 
extended to occupy in addition the space of a large 
four-bed ward where plumbing facilities have already 
been provided in anticipation of possible future 
growth. There is also a carefully planned and fully 
equipped X-ray department provided on the fourth 
floor adjoining the surgical department, including a 
viewing room, a technicians’ laboratory, and a 
darkroom. 

The major operating room, nurses’ workroom, spe- 
cial operating room, eye operating room, and special 
treatment rooms are built around the sterilizing unit 
and surgical ward. The doctors’ scrub-up sinks in the 
surgical corridor and cabinets for gowns, blanket 
warmer, anesthetics, etc., are conveniently arranged. 

The entire hospital creates an impression of a home 
atmosphere and not only the city of Port Washington 
but the rural areas as well are justly proud of their 
hospital. 


Emergency Medical Service for 


Civilian 


FOR the greater diffusion of information regarding 
civilian defense, we are reprinting here two important 
documents which have been issued by the United 
States Office of Civilian Defense, Washington, D. C., 
under the direction of Mr. F. H. LaGuardia, the 
United, States Director of Civilian Defense. Among 
the many responsibilities entrusted to the Office of 
Civilian Defense, none probably implies more impor- 
tant duties than the provision of medical service. In 
his letter of introduction to the first of these docu- 
ments, Mr. LaGuardia calls attention to the fact that 
his office is concerned “primarily with the protection 
of lives and property in the event of enemy action.” 
He pleads that all communities of the United States 
should be so organized that whatever emergency may 
develop locally or whatever catastrophe may take 
place, danger to life and health of the community 
may be minimized. 

In these activities, the hospitals of the country 
should, to be sure, take a leading, even a dominant 
part. Our Catholic hospitals should, therefore, also 
visualize this new obligation not only as a responsi- 
bility but as a privilege and an opportunity for serv- 
ice and as they have always been ever ready to carry 
new responsibilities so they will be prepared in this 
instance also to do all in their power not only to pro- 
mote local interest but also to participate actively in 





Defense 


every phase but particularly in the medical phase of 
civilian defense. 

The first of the documents before us was issued as 
far back as July 30, 1941. Even at that time, Mr. 
LaGuardia regarded the importance of organizing 
medical services as paramount. This document, to be 
sure, has assumed much greater significance now that 
the United States is at war. The document is “A 
Simple Basic Plan for the Organization of Emergency 
Medical Field Units Related Hospitals.” It is not 
contemplated that the mode of organization should be 
standardized and made uniform throughout the coun- 
try in all details. It is, however, the intention of the 
authorities that certain basic concepts of organization 
should be kept in mind in each locality even though 
it becomes necessary to adapt a general plan to the 
needs of each community. 

It will be seen from what follows that each hospital 
is to co-ordinate its efforts in all details with the efforts 
which are made in the community. Again, it is not 
intended that each individual hospital should thus be 
deprived of its own initiative but rather that each 
hospital should make its plans with the general plan 
of the community in mind. To this end, it is hoped 
that all of our Catholic hospitals will cooperate ac- 
tively with the local director of civilian defense, who, 
generally speaking, is to be a physician “of broad 
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experience and administrative capacity, such as a 
health officer or an experienced hospital administra- 
tor.” Working under him, each hospital through the 
local council for civilian defense may and will, no 
doubt, be given ample opportunity for that resource- 
fulness which will enable it to render the best possible 
service to the community. 

It seems unnecessary to describe the content of 
these documents and to comment further upon their 
provisions. They are examples of clearness and defi- 
niteness. Moreover, comments if made might easily 
conflict with those local interpretations which are to 
be given to the prescriptions. Suffice it to say that the 
first document deals with the general organization 
with emphasis upon the different forms of service 
which are to be supplied, while the second document 
focuses its attention more particularly upon the ob- 
jectives, equipments, and administrative details per- 
taining to each of the various kinds of service. 

The study of these two documents is strongly rec- 
ommended to the Sisters. It is hoped that both of 
these documents may be made accessible not only to 


HOSPITAL PROGRESS 


December, 1941 


the administrators of the hospital but also to the 
entire Sister personnel of the institution. We cannot 
fail to take the attitude which is being taken by the 
Federal Government in all of its defense activities; 
namely, that since modern warfare has become so 
entirely different from anything with which we have 
had experience in the past, we must be prepared for 
every and all kinds of possible emergencies if we wish 
to face a very uncertain and doubtful future with 
that sureness of outlook and equanimity which will 
enable us to reduce to a minimum harm to our civilian 
population through death or injury. A neglect of this 
important viewpoint by any community throughout 
the country may mean, no one can know when or 
how, a serious though a preventable catastrophe to 
that locality. It will be unnecessary to say more than 
this to the Sisters of our Catholic hospitals to stim- 
ulate them to put forth their very best effort in co- 
operating wholeheartedly with local defense councils 
in the pursuit of the very serious objectives of the 
United States Office of Civilian Defense. — A. M. S., 
SJ. 


Medical Division—Bulletin No. 1 
Prepared by the Office of Civilian Defense, Washington, D. C. 


Emergency Medical Service 

Current developments in technique of warfare leading to 
the possibility of unheralded bombing of civilian populations, 
as well as potential hazards from sabotage, make imperative 
the preparation of facilities for providing medical service to 
casualties that may result from such incidents. The need 
for these emergency facilities may not arise, but their organ- 
ization must be a fundamental part of our civilian defense 
program. It is the purpose of this bulletin to outline the 
essentials of an emergency medical service and to describe 
a type of organization by which these essentials may be 
achieved. 

The Medical Division of the Office of Civilian Defense is 
charged with the preparation of plans for emergency medical 
service and equipment. It also maintains liaison with other 
federal agencies concerned with public health and medical 
care. In addition, an officer of the United States Public 
Health Service is designated to serve as medical liaison to 
Civilian Defense Area Office (see map). 

Because of geographical and administrative diversity in 
various parts of the country, general plans are presented 
as recommendations to state and local defense councils for 
adaptation to meet the needs of the different areas. The 
general adoption of a common pattern in organization and 
equipment for civilian defense is highly desirable so that 
adjacent communities may pool or exchange emergency 
resources in time of need. 

Local administrative areas for civilian defense will fre- 
quently extend beyond municipal or other political boundaries. 
Such administrative civilian defense areas may be defined by 
State Defense Councils. It is important that the Emergency 
Medical Service be integrated at all administrative levels 
with welfare, police, and other emergency services. 


Local Chief of Emergency Medical Service 
An Emergency Medical Service should be organized as a 
section of the local defense organization in each area under 
a director responsible to the local director of civilian defense. 


It is recommended that the local Chief of Emergency Medi- 
cal Service be a physician of broad experience and admin- 
istrative capacity, such as a health officer or an experienced 
hospital administrator. It should be his first duty to make 
an inventory of the community’s medical resources and facil- 
ities and to prepare local plans, develop an organization, and 
provide for the training of personnel to carry out the func- 
tions of the Emergency Medical Service outlined below. 
Local Medical Advisory Council on Civilian Defense 

The local Chief of Emergency Medical Service should be 
chairman of a medical advisory council. This council might 
well include the local health officer, an experienced hospital 
administrator, a physician recommended by the local medical 
society because of his technical experience and executive 
ability, a registered nurse, and a representative of the Amer- 
ican National Red Cross and other voluntary agencies. 


Emergency Medical Field Units 

In states on both seaboards and in vulnerable industrial 
areas in the interior, general hospitals, both voluntary and 
governmental, including veterans administration facilities and 
the marine hospitals of the United States Public Health 
Service, should organize emergency medical field units and 
assemble basic equipment. An emergency medical field unit 
should consist of two or more squads, and a physician should 
be appointed to command the entire unit. Squad leaders, 
in turn, should be designated. The size of the emergency 
field unit should be in proportion to the bed capacity of 
the parent hospital. All members of field units should be 
instructed in first aid,* including care of burns, prevention of 


shock, control of hemorrhage, emergency treatment of 
fractures and wounds, and in_ the technique of 
decontamination. 


Personnel. — Small Squads: In hospitals of less than 200 
beds it is recommended that the emergency field unit consist 
of two squads, one for each 12-hour shift of the day. Each 
squad should be composed of two physicians, two or more 








*Advanced First Aid Course prepared by the Office of Civilian Defense in 
collaboration with the American National Red Cross. 
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nurses, and two or more orderlies or nurses’ aides and be 
capable of functioning, if necessary, as two separate teams. 
At least one unit of this size is advisable for a population 
up to 25,000. 

Large Squads: In hospitals of more than 200 beds the 
emergency field unit should consist of two squads of four 
doctors, four or more nurses, and four or more orderlies or 
nurses’ aides, one of the physicians in each squad to act as 





LOCAL DIRECTOR OF 
CIVILIAN DEFENSE 









































Health Hovprah, Meda al Souery, 
[ Nurse, Red Crovs, Other Agency 
OTHER EMERGENCY cHier oF 
SERviCcEs EMERGENCY 


8. SAN ANTONIO. 


squad leader. Each of the squads should be on first call 
during a 12-hour period of the day. The personnel and equip- 
ment of a squad should be divisible into four teams capable 
of functioning if necessary, at separate sites of disaster. At 
least one unit of this size, or two units with small squads, 
are advisable for populations up to 50,000. 

In hospitals of more than 350 beds the emergency field 
unit should consist of four or more large squads, each headed 
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by a squad leader and capable of functioning if necessary 
as multiple teams. In these large hospitals at least two 
squads should be on call during each 12-hour period of the 
day, alternating on first call on alternate days. An emergency 
field unit of four large squads, or two units of two large 
squads each, are advisable for a population of 100,000. In 
large cities the desirable minimum would be four large 
squads (sixteen physicians and assistants) per one hundred 
thousand. 

It will be advisable to organize physicians and nurses 
engaged in private practice in the area into reserve emergency 
field units related to hospitals. In areas with small hospitals 
whose resident staffs cannot be depleted, the primary emer- 
gency unit of a hospital may be made up in whole or in 
part of practitioners from the community. 

Transportation. —A hospital ambulance, station wagon, 
small truck or passenger vehicle will be adequate to trans- 
port the personnel of a squad and their equipment to the 
site designated by the local director of civilian defense for 
the establishment of a casualty station. On return trips to 
the hospital with casualties such vehicle will be available for 
transportation of additional squads and equipment if re- 
quired. Hospitals which do not maintain an ambulance 
service will find it necessary to provide for transportation, 
utilizing private or municipal ambulance services, small 
vehicles of the police, fire, or other municipal departments, 
station wagons, or passenger cars. Special racks (see separate 
memorandum of the Medical Division of the Office of 
Civilian Defense) can be installed in private ambulances 
and in station wagons and small trucks so that they may 
be utilized in an emergency for the transportation of four 
or more stretcher patients at a time. 

Private vehicles recruited for ambulance purposes by the 
American National Red Cross or other agency should be 
assigned to a hospital or to a designated parking center 
under the control of a transport officer. 

Medical and Surgical Equipment.—The medical and 
surgical equipment for a squad should consist of a work- 
ing supply for each physician’s team and a reserve supply 
of sterile dressings and equipment in drums or packs from 
which the working supplies of the teams may be 
replenished. The working supply of each team is best carried 
in a portable bag, box, or haversack provided with suitable 
compartments. A list suggesting minimum equipment will be 
available in a separate memorandum. (Bulletin No. 2) 

The provision of working supplies in a separate container 
for each physician will permit the squad of a casualty station 
to split off teams of one physician and assistants who can 
be dispatched to set up subsidiary first-aid posts at other sites. 

Casualty Stations and First-Aid Posts. — Upon arrival at 
the site of disaster, the squads of the emergency medical units 
which have responded to the appropriate alarm will set up 
casualty stations at the sites designated by the local director 
of civilian defense. The location of a casualty station should 
provide safety, shelter, and accessibility. Stretchers, cots, and 
blankets will have arrived in a truck carrying the rescue 
squad of the police, fire, or other municipal department. Until 
released by authority of the local director of civilian defense, 
the physicians and nurses of the emergency medical unit 
should remain at their station, to which the injured will be 
directed or transported on stretchers by the rescue squads 
and volunteers enlisted by them for this purpose. The work 
of the casualty station is to be limited to emergency first-aid 
procedures — the relief of pain, prevention of shock, control 
of hemorrhage, care of burns, application of simple splints 
and of surgical dressings and, not least, the preservation of 
morale by the establishment of confidence. The seriously 
injured will be evacuated as rapidly as possible by ambulance 
or other vehicle to a hospital. Those with minor injuries will 
go to their homes or to temporary shelters. 

If necessary, the squad leader in charge of a casualty 


HOSPITAL PROGRESS 





December, 1941 


station may split off one or more teams of one physician and 
assistants, dispatching them to set up subsidiary first-aid 
posts at other sites. 

It will be advisable for the local Chief of Emergency 
Medical Service to prepare a spot map of the area to 
indicate all out-patient clinics, health centers and their sub- 
stations, and all police and fire stations or other sites which 
could serve in an emergency as casualty stations or first-aid 
posts. He should also maintain an inventory of available 
transportation. 

Decontamination Stations. —A_ subsequent bulletin will 
deal with the structural requirements of decontamination 
stations and with details concerning the care of casualties 
from chemical agents. 

Rescue squads and Stretcher Teams.* — Casualties will be 
conducted on foot or transported on stretchers to the nearest 
casualty station or first-aid post by rescue squads of the 
police, fire, or other municipal department. These rescue 
squads may be assisted by air-raid wardens and by volunteers 
enlisted at the time. Police and fire reserves should be well 
trained in first aid and stretcher bearing and organized into 
rescue squads of four or eight; headed by a squad leader. 
By the addition of volunteers, a rescue squad is capable of 
being multiplied into as many stretcher teams as there are 
members, each trained member becoming the leader of 
a team. 

Provision should be made for the storage of standard 
stretchers, collapsible cots, and blankets in designated loca- 
tions, such as police and fire stations, hospitals, health centers, 
or other suitable places. The number of standard stretchers 
stored in each police and fire station should be equal to the 
number of members of the station’s rescue squads. 

It will be advisable to have three times as many collapsible 
cots as stretchers and two blankets for every stretcher and 
cot. This equipment should be transported by the truck carry- 
ing the rescue squad to the site of the casualty station or 
first-aid post. 

Records. — Identification tags should be affixed to the 
injured by the rescue squad or else immediately upon arrival 
at the casualty station or first-aid post. A duplicate record 
should be kept in a book, which should be standard equipment 
of each medical emergency team. The record should include 
the name or other identification, address, person to be notified. 
diagnosis, first aid administered. morphine if given. and 
disposition. A form approved by the Medical Division of the 
Office of Civilian Defense will be found in a supplementary 
memorandum on equipment. One nurse or nurses’ aide should 
be assigned the responsibility for these records. The forehead 
of tourniquet cases and of patients urgently requiring 
priority attention should be marked 7K or U, respectively. 
with a red crayon skin pencil or lipstick. 

Drills. —It is recommended that drills be called at each 
hospital once a month by the chief or president of the 
professional staff. A record of each drill should be kept by 
him, which will show the time required for complete mobiliza- 
tion of a squad at the designated point of departure and the 
condition of equipment and transportation. 

It is also recommended that field drills be called un- 
expectedly by the local Director of Civilian Defense at least 
every three months for each hospital. Each field drill might 
appropriately include one or more rescue squads of the 
police, fire. or other municipal department, who will assist 
the emergency medical squads in setting up casualty stations 
at designated sites. The official in command at the drills 


“Rescue squads consist of auxiliaries of the police or fire department, who 
are trained and equipped for clearance and demolition work. Although their 
function is to extricate the injured, they have also had training in first aid 
and in stretcher bearing so that each member can serve as the leader of a 
stretcher team. Their first-aid services at the time of the disaster should be 
restricted solely to most urgent needs such as the arrest of profuse bleeding 
or the application of a leg splint. Their primary object should be to remove 
the injured as soon as possible from the scene of danger with the aid of 
volunteer stretcher teams and get them to a first-aid post or casualty station 
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should inspect the clothing, equipment, and transportation 
of all participating units and render a report to the Chief of 
Emergency Medical Service and the local Director of Civilian 
Defense upon the promptness and efficiency of each unit. The 
larger field drills might include the canteen and other emer- 
gency relief services of the welfare department or of the 
local chapter of the American Red Cross or other local 
agency. 


Base and Evacuation or Clearance Hospitals 


In order to prepare for the release of hospital beds within 
the area for large numbers of casualties, the Chief of Emer- 
gency Medical Service should make an inventory of hospitals, 
convalescent homes, and other institutions within a radius of 
50 or more miles, to which maternity services, children’s 
wards, certain categories of the hospitalized sick and con- 
valescents could be transported. Provision should also be 
made for the assembly and storage of an adequate supply of 
hospital cots, mattresses, blankets and other equipment which 
may be required to provide for emergency increase in bed 
capacity of voluntary and governmental hospitals. In the 
event of actual destruction of hospitals, it may become 
necessary to consider evacuating casualties to base hospitals 
and transforming hospitals near the scene into evacuation or 
casualty clearance hospitals. 

Upon receiving the first emergency call, the hospital should 
order all members of its visiting staff by telephone or police 
radio call to report to the hospital and stand by for the care 
of the injured received from the casualty stations and first- 
aid posts. 


Augmentation of Nursing Services 

In the face of the need for rapid expansion of nursing 
services for civilian defense, the number of available nurses 
is being depleted because of the requirements of the military 
forces and the public health and industrial hygiene services. 
An attempt is being made to compensate for this deficiency 
by the training of subsidiary hospital workers through the 
NYA, WPA, and other programs. The Office of Civilian 
Defense in collaboration with the American National Red 
Cross has revised the instruction curriculum for volunteer 
nurses’ aides so as to provide for a period of intensive 
practical instruction in hospitals under the direction of a 
special instructor in charge of the training and use of 
volunteer nurses’ aides. On completion of this practical 
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training, volunteer nurses’ aides will become eligible to assist 
nurses in wards and out-patient clinics of hospitals or in 
visiting nurse, public health, industrial hygiene and school 
health services. Volunteer nurses’ aides are intended to 
supplement the work of the nurse so that she may be able 
to serve a greater number of patients. It is recommended 
that the local Chief of Emergency Medical Service in collab- 
oration with hospital executives and principals of schools 
of nursing reorganize and intensify the training and the use 
of volunteer nurses’ aides in appropriate hospitals in accord- 
ance with the new schedule of the Office of Civilian Defense 
and the American National Red Cross. 


First Aid 


First-aid instruction should be provided for as large a part 
of the general population as possible. The local Chief of 
Emergency Medical Service should, in collaboration with the 
local chapter of the American National Red Cross, provide 
training in first aid for at least 5 per cent of the personnel of 
all municipal departments and large business and industrial 
establishments. Upon completion of training, this 5 per cent 
should constitute the first-aid corps of their municipal 
department, business, or factory group. The leaders of these 
corps should be encouraged to take the instructor’s course of 
the American National Red Cross so that, when qualified, 
their services might be utilized for the extension of first-aid 
instruction to all employees and to the general population 
of the community. 

The first-aid course for civilian defense prepared by the 
American National Red Cross in collaboration with the Office 
of Civilian Defense is recommended for first-aid training. 
Instructors qualified by the Red Cross may give this train- 
ing under the direction of the local chapter of the American 
Red Cross, the local health department, or any other volun- 
tary or governmental agency. 

An intensive course of practical training (five two-hour 
lessons) has been prepared by the Medical Division of the 
Office of Civilian Defense and the American National Red 
Cross as supplementary instruction for members of emer- 
gency medical field units and for nursing auxiliaries and 
members of other civilian defense units (police officers, fire- 
men, and volunteer auxiliaries) who have had previous in- 
struction in first aid. It is designed as a refresher course for 
the purpose of reviewing and practicing those first-aid 
procedures which are most important in civilian defense. 


Equipment and Operation of Emergency Field Units 


Medical Division — Bulletin No. 2 
Prepared by Office of Civilian Defense, Washington, D.C. 


This bulletin supplements Medical Division Bulletin No. 1, 
which deals with the organization of Emergency Medical 
Service for Civilian Defense. The Office of Civilian Defense 
recommends that state and local defense councils adopt the 
plans set forth in these bulletins so as to secure the advan- 
tages of uniformity in organization, equipment, and oper- 
ation of Emergency Medical Field Units. In the event of 
a civilian disaster, adjacent communities which have adopted 
this common pattern can pool or exchange their resources. 
The adoption of uniform equipment standards during the 
national emergency is desirable also because of priorities in 
materials and manufacture. The recommended equipment 
conforms as far as possible, therefore, with that of the 
Medical Department of the U. S. Army. 


The Field Casualty Service 
As recommended in Bulletin No. 1 of the Medical Divi- 
sion, emergency medical field units should be established 
in all approved general hospitals, both voluntary and govern- 
mental, located in coastal states and in industrial centers of 





the interior. The plan of organization and size of the emer- 
gency field units for hospitals of various sizes and the total 
number of field units recommended on a population basis 
are outlined in Bulletin No. 1. 

The emergency medical field units of a hospital are com- 
posed of two or more squads, so that at least one squad is 
on first call during each 12-hour period of the day. In larger 
hospitals reserve squads should be available at the call of 
the control center in the event that multiple sites of disaster 
should require the manning of additional casualty stations 
and first-aid posts. All members of emergency medical field 
units should by systematically drilled in first-aid procedures. 

To be prepared to respond promptly and effectively, emer- 
gency medical units should also participate in field drills. 
These drills should be called by the local defense authority 
and should include police and fire auxiliaries, rescue squads, 
stretcher teams, transport, and canteen services so that the 
local protection services may be integrated. 

It is the considered opinion of the Medical Advisory Board 
of the Office of Civilian Defense that the medical field units 
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should be related to hospitals. During the present period of 
preparation, prompt availability in the event of sudden and 
unexpected disaster can be expected only of units organized 
largely from the intern and resident staffs. It is advisable to 
designate an assistant surgical resident or surgical intern as 
squad leader. In order not to deplete the surgical staff of the 
hospital, other members of emergency squads may be derived 
from: the medical, pediatric, and other nonsurgical divisions 
of the hospital. 

Reserve Squads. —In the event of the more remote possi- 
bility of prolonged and continuous need for service in casualty 
stations and first-aid posts, it would become necessary to 
replace most of the hospital personnel assigned to the field 
casualty service. Reserve squads made up of medical, nurs- 
ing, and trained volunteer personnel from the community 
would carry the major responsibilities for the field service. 
Until the need is demonstrated, it will be simpler and more 
efficient to concentrate the primary organization of emergency 
medical field units for the most part within approved hospitals. 

In hospitals whose resident staff should not be depleted 
even for a temporary emergency, the primary medical field 
unit may be organized in part or even wholly from physi- 
cians and nurses engaged in private practice in the 
community. 

Operation of Field Casualty Service. — The operation of 
the field casualty service may be sketched as follows: Air 
raid warnings will come to the local control center from the 
military establishment in the area and will be relayed to the 
proper civilian defense officers. Information concerning the 
location and extent of local damage will be transmitted 
promptly to the control center by air-raid wardens and other 
observers. Using a spot map showing the location of hospi- 
tals and sites for casualty stations, the control center or its 
substation will call out an appropriate number of emergency 
medical field units. 

The squads of the emergency medical units which have 
responded will proceed to the sites to which they have been 
directed by the control center or its substation and set up 
casualty stations. When indicated, the squad leader in charge 
of a casualty station may dispatch one or more teams of 
physician, nurse, and nursing auxiliaries to establish first-aid 
posts at sites closer to the disaster. The establishment of fixed 
first-aid posts and casualty stations is not at present 
contemplated. 

Casualty Stations 

The casualty station will occupy a predetermined site such 
as the clinic of a hospital, health department or voluntary 
agency, a health center or substation, a school basement, or 
other suitable place which provides shelter, protection, and 
accessibility. It should be located if possible on a side street 
so that ambulances will not block main thoroughfares. The 
sites selected for casualty stations should be numbered and 
indicated on a spot map of the community. The casualty 
station will: 

1. Serve as a center from which medical teams may be 
sent closer to the disaster if required. 

2. Care for the less severely injured and for persons suffer- 
ing from shock and hysteria until they may be permitted to 
return to their homes or to temporary shelters. This will 
protect hospitals from the burden of minor casualties which 
would interfere with the work of caring for the seriously 
injured. 

3. Keep a record of all persons treated at the station and 
see that all casualties transferred to a hospital are tagged. 

The casualty station is to be supplied with stretchers, 
collapsible cots and blankets from medical depots located 
at sites from which the transportation of emergency medical 
service is derived. Eight stretchers, 24 cots, and 64 blankets 
should be available per 10,000 of population for issue to 
casualty stations as the need arises. Where kitchen tables 
are not available at the location of a casualty station, two 
pairs of saw horses, each 36 in. high, may be required, on 
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which stretchers may be placed to serve as dressing tables. 
Stretcher teams and rescue squads will obtain their stretchers 
at casualty stations. 

First-Aid Posts 

The first-aid post will occupy a temporary location usually 
close to the scene of disaster and will: 

1. Care for the more severely injured, preparatory to their 
transfer to a hospital. No surgery other than emergency first 
aid is contemplated. 

2. Classify the casualties so as to expedite the transfer 
of the seriously injured to a hospital—a most important 
responsibility which requires surgical judgment. 

3. Direct the stream of ambulatory and of slightly injured 
stretcher patients and those suffering from shock or hysteria 
to a casualty station. 

4. Tag all casualties immediately. Maintain entries in the 
casualty record book of all persons receiving first aid. (A 
nurse or nurse’s aide is to be responsible for these records.) 


Equipment for Emergency Medical Field Units 

The following lists include only the minimum medical and 
surgical equipment required for emergency treatment at the 
site of a disaster. Provision for other than essential minor 
surgery has purposely been omitted. 

The equipment for each physician and his team is to be 
carried in two portable boxes provided with handles. These 
two boxes should be of the same size (15 by 20 by 8 in.) 
and may be packed conveniently in the ambulance or other 
vehicle transporting the emergency squad to the site of the 
casualty station. The provision in separate containers of 
working supplies for each physician will permit the squad 
of a casualty station to split off one or more teams of 
physicians and assistants who can be dispatched with their 
equipment to set up advanced first-aid posts. 

Equipment for a First-Aid Post 

List 1 indicates the medical and surgical equipment for 
each physician of an emergency medical field unit and his 
team of nurse and orderly or nurses’ aide. One or more such 
teams man a first-aid post. First-aid posts are subsidiary to 
a casualty station which will furnish replacements of drugs 
and surgical supplies. 


List 1.— Equipment for a First-Aid Post 
(Working supply for one physician’s team) 


Item No. 

Cases, carrying, waterproof (15 by 20 by 8 in.)...... 2 
Scissors, surgical, Mayo 5% in. curved............... 1 
Scissors, surgical, Mayo 5% in. straight.............. 1 
Scissors, bandage, angular, 7% in................... 2 
Forceps, hemostatic, Rochester, curved, 6% in....... 6 
Forceps, hemostatic, Rochester, straight, 5% in....... 6 
SON, CUNO, MTN, BUG FO. ons cvscvccecsecceses 1 
Forceps, tissue, spring, mouse-tooth, 5% in. .......... 1 
Posceps, tongue Bolte, 7 Mi. .....ccccccvsescevcess 1 
Tube, breathing (airway) hard rubber or metal (adult) 1 
Tube, breathing (airway) hard rubber or metal (child) 1 
Retractor, tissue, double end nested 9 and 10 inch 

SS oo csccanndasecnsewnsboeesaeen ane 1 
Sreinge, bypedormmic, Laer, 2 CC. ...0..ccccscsecesees 2 
Needles, hypodermic, 25 gage, 1% in. ................ 12 
Needles, hypodermic, 19 gage, 114 in................. 6 
Tubes, constriction (length 3 in.) .................. 12 
Stoppers for constriction tubes...............-e206: 12 
er 2 
Blades, Bard Parker, No. 10, package of 6........... 1 

DRUGS , 

Morphine sulfate syrettes, 0.015 gm................. 20 
Morphine sulfate syrettes, 0.030 gm................ 10 
Sulfathiazole, powder, vials, 5 gm.................. 12 
Ointment, ophthalmic, boric acid, 5% (tube, 4 gm.).. 1 
ees RES Me, SU, WO BD. ce caesccccucseecenes 2 
EE cc ow atad each esa yenedeaeansied <6 2 
Alcohol, denatured, ethyl, bottle, 500 cc. ............ 1 
Ammonia, aromatic spirit, bottle, 60 cc............. 1 
I EE ons cides ne nehstevnn a cecmened % lb 
Phenobarbital tabiet, 0:05 Gm. ooo cccccccvccccccccacs 100 


Caffeine sodium benzoate, ampules, 0.5 gm........... 12 
Epinephrine hydrochloride, 1:1,000.................. 
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DRESSINGS BANDAGES AND SO ON 


GCommnen, anes, 6 Br 6 OA cons ccdaccvcsaxonciias 100 
Corr Pee 2 Or 2 OR ip vaasecacskinsenee nr ess 200 
Pad, suveeeal, S by 80 im. (OGRE)... ccccccsscoccess 25 
I NS Se a oa wan ehh beeen ana ea 24 
CS AO cen pea sheeaedeeenken pion 24 
Bandage, triangular, muslin, 50 by 36 by 36 in....... 24 
Cottem, aheovbomt, s0ll, sterile... .cccccccccscccess 2 oz. 
rr i Ces cs cea naeenees ceeeneret es eenne 1 Ib. 
Plaster, adhesive, 2 in., 10 yd. roll................+. 2 
i i ies cine green eseeamaeunede nese 48 
CD oi cc ene Gnbcenen ates nensiun wenn 12 
IE CO, WO, cnceccsecusereoeseteasee 24 
I, SNE hp ere cedndeadwdhcseveeentbeonne 25 
See, See CEe OF SS Bc ens cesencesscnecenns 1 
Basins, white enamel, 9 by 6 by 1% in. (one with 
OED. Ktbetonb ceded cen kdeeonnsy has ees ese eucaces 2 
Be, NE CEO 6 0 oo ousinssesseeetsenase 1 
I, eee Cea e ieske Cede RO REED 1 
Pencll, Germatonrapitic (red) .....cssccccsesesecsss 1 
Cee vcucas enn sdaawemenes 4 
Pie, RONEN, SU, CIMIIIEE, 2 oc ccc ccvcccsesscccss 4 
Gloves, surgeon’s, rubber, size 8 (latex).............. 2 
i EE oc 266 nawieadewanbakkad<ensier 1 
Lambe, SCRE, GEG GU WRB s ccs cicwcesescesceers 1 
Battery, dry cell, for lantern, No. 6..............++-- 4 
Battery, dry cell, for flashlight, No. 950.............. 4 
CE neo cansb edna hauger advent cates Wenkens 25 
EE rn iat natn utuh gig aa Sena WSs OU Rae wee 1 
Ee te aie wuebh sachs ea hee wkekn ee 12 
as CL ASX eee Rae Ee aw 3 
nd cn chedhe bash sachs aeke 3 
EN i eee keke one wirew ee 1 
Tags, identification, book of 20..................... 6 
CE SE SE vciceuuddaseecenveecudsssen 1 
SUTURE MATERIAL 
Catgut, plain No. 1, tubes, boilable.................. 6 
Silk, dermal, medium, 40 in. strand, package........ 6 


Needles, suture, catgut, size 1, % circle, trocar point, 
DD cdi aie Adame cia Onan e keene ae auae gee ee 6 
Needles,cutting edge, straight.................eee0- 


==) 


Equipment for a Casualty Station 


List 2 indicates the equipment for a casualty station. It 
contains bulky articles, such as traction splints, which could 
not be included in the equipment of the first-aid post without 
impairing its mobility. These articles will be issued from the 
casualty station to the first-aid posts as the need arises. 
Casualty stations are also stocked with dressings, bandages, 
and drugs from which the supplies of the first-aid posts may 
be replenished. Blood, plasma and biologic products such as 
tetanus antitoxin or toxoid may be obtained by casualty 
stations from the parent hospital as needed. They are, there- 
fore, omitted from this list. 


List 2.— Equipment for a Casualty Station 
(Emergency squad of two or four physicians, nurses, 
and nursing auxiliaries) 


Item No. 
Trunk, Army type (30 by 16% by 12 in.)............ 1 
Pe, SN A cos nude Gebkemneweneeetwnen pee 100 
a I ng ala eA eomaligia Wile NNN 30 
Pe, GR, WE oo css cnckeenetonseerenen 100 
SE EE tcc gi dkadded kin ankuanecwebh een 50 
Sheeting, subber (45 by 72 tm.) .......cccccscccceccess 2 
Basins, white enamel, 9 by 6 by 1% in. (2 with cover) 4 
NN Ne ee weal aaa naa maw wel Balas 1 
Stove, gasoline (Coleman) ............c.ceeeeeeees 2 
Catheter, urethral, rubber, F. 14...................- 4 
Tags, identification (books of 20).................. 6 
I wlan Seana 4 
Pencil, dermatographic (red) ..........cseeceeceess 4 
oe rrr ree 8 
Refills, pads, heating, chemical ..................--- 8 
Gloves, surgeon’s, rubber size 8 (latex).............. 4 
I re ee eid sake eeNee See 50 
7 SRR sae ee eee eee 2 
Matches, safety, package of 12 boxes................ 1 
TEE ie ies aaa iaieeaksi tabs eecwaeen 24 
RN, CNN MNO WL. onc wesiccsercorcdssvanece 2 
Batteries, dry cell, lantern, No. 6.............see00% 12 
I IN oo ook ccaeennnddnsdadascseas 6 
i iiionsinneeekanseneckinenncne 2 
SPUN, BENE, DONE, TROUAOS, <ccicincescnccscaccecccnes 4 
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Splint, leg, half-ring, Army type............-sesee0- 
SR oe acc oes ae Sen SN nEee 
Splat, arm, Marray Jones, COR 2... cscccccccccces 
Catgut, plain No. 1, tubes, boilable................. 
Silk, dermal, medium 40 in. strand, package of 12.... 
Needles, suture, size No. 1, % circle, trocar paint, Mayo 
Pee, GR GE, GIS icv sted c sc cccnncseees 
Sh ME . ccna cci kegs cuvemawanankeessuneauen 
SE WN ca cass cnebdenesasscussanceess 
DRUGS 
Morphine sulfate syrettes, 0.015 gm. ...............- 
Morphine sulfate syrettes, 0.030 gm. ..............-- 
Sulfathiazole, powder, vials, 5 gm. ..............+4+- 
Ointment, boric acid, ophthalmic, 5% tube, 4 gm. ... 
Ses rr rr rr 2 Me, cscs hcksarsacnsewes 
Rissman, Gomme, GG FO coc ccc ccccsccveseces 
Ammonia aromatic spirit, bottle, 60 cc. ............. 
Caffeine sodium benzoate, 0.5 gm. ampules........... 
Pe Mec cp oncandeceneseet en eanes 
Procaine hydrochloride tablets, 0.18 gm. ............ 
er eer Tee eee Te 
I ak eden eee GeneeeeeD 
Sodium chloride compressed tablets, 1 gm............ 


DRESSINGS BANDAGES AND SO ON 


Ce I. OS Bie opackisnivedcseensccasae 
Ce RC 2 OR ctenadcesncbecsecacunasé 
Pe, ee, ae Oe OR, TE io vcvccaiccavsenvas 
I OE OE oo on nck cn eawndsaan ebkas 
i, Oa ecc ee vee ch eeeabiuens 
Bandage, triangular, muslin (50 by 36 by 36 in.)..... 
Se I ov acncedcangweyectesssemeses 
Ce, i eo eee wevaseaucdeeenwene 
eS eee eee 


_— _ 
mM NM wD > 


— 
N 


Nn S 
n+00 


1 qt. 


In addition, a casualty record book will be part of the 


equipment of each physician’s team (Fig. 2). A 


nurse or 


nurse’s aide should be assigned the responsibility for enter- 
ing a record of every patient seen. This record should include 


the diagnosis, treatment, and disposition. 




















IDENTIFICATION TAG 
(Surname) (Given name) 
Ee 
in aictsisndeiecihienacbiinainsiaiaiinhiiide 
Male [] Catholic O Single © White 
Protestaut oO Married oO Negro Oo 
Female [) a 
Jewish 0 Widowed 0 Other oO 
Person to be notified: 
TID. nuncisoitinitiningmnbiantndiaimmanehiaanieD 
IES -cicnusiiamnmenebioie 
BRAD cccccvevsssecsss Relation .. 
Where tagged 
I sicciccatenncicneencantnininitan ~_— — M 
Diagnosis: 
Treatment given: 
TE PRE sicssioninienin 
TI RIE vconcenesccnntenvnccssnnnses 
I iidcctanincniniintinetstneiennaes 
iit itiitectnitnintnaiaiietas 
C) 16—23481 oro 








FIGURE 1. IDENTIFICATION TAG. THIS MEASURES 3} 
BY 6 INCHES, AND IS USED FOR SUPPLEMENTARY 


INFORMATION. 
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Identification Tags 


The identification tag (Fig. 1) is to be filled out by the 
first member of a rescue squad, stretcher team, or first-aid 
post to reach the casualty. This must be done immediately, 
because the patient may lose consciousness. All the required 
information should be recorded. Information concerning the 
name and address of the injured and of the “person to be 
notified” are important to those anxious to locate the injured 
person. The place where an unconscious patient was found 
should be noted, as this may be the only clue to his identity. 

It is important to record administration of narcotics or 
application of a tourniquet. Further treatment given at the 
first-aid post or casualty station should be indicated on the 
back of the identification tag. Warnings concerning possible 
internal injury, hemorrhage, or skull fracture should also be 
noted on the back of the tag to facilitate sorting of patients 
on arrival at the hospital. 

The tag should be affixed securely to the patient and not 
to clothing which might later be removed. 

A set of symbols to indicate the necessity for priority 
treatment has been devised to facilitate sorting of patients 
at the hospital. These symbols should be drawn prominently 
on the forehead of the patient at the first-aid post or casualty 
station with a red skin pencil: 


U Urgent — requiring priority attention. 

TK Tourniquet. 

T Indicating tetanus antitoxin has been given. 
H Internal hemorrhage. 

M*% Indicating %4 grain of morphine or 

MY’% % grain given. 


Emergency Medical Service 


It is important that each local defense council in the states 
along both seaboards and in industrial centers in the interior 

















NAME ADDRESS AGE|SEX] RACE = 4 HR.| DIAGNOSIS | TREATMENT | DISPOSITION |HR.| DOCTOR 
FIGURE 2.— RULING FOR A CASUALTY RECORD BOOK. 


appoint without delay a chief of Emergency Medical Service 
who shall be responsible to the local director of civilian 
defense for the organization of the Emergency Medical 
Service described in Medical Division Bulletin No. 1. He 
should be an outstanding medical leader and it is advisable 
that he be selected in consultation with the state defense 
council, the local medical society, and the local health officer. 
To facilitate the integration of all local medical resources 
into a comprehensive program for civilian protection, it is 
recommended that the local chief of Emergency Medical 
Service be assisted by a medical advisory council consisting 
of the local health officer, an experienced hospital executive, 
and representatives of the local medical society, the nursing 
profession, the American Red Cross, and participating 
voluntary agencies. 


Duties of the Local Chief of Emergency 
Medical Service 

Under the administrative authority of the local director 
of civilian defense, the duties of the local chief of emergency 
medical service are: 

1. To determine the scope of the activities of all official 
and voluntary organizations which are to participate in the 
emergency medical program of civilian defense, to integrate 
these organizations into the comprehensive local program, 
and to assist them in expanding their activities to the limit 
of their resources in personnel and equipment. 

2. To assist hospitals in the locality to organize, equip, 
and train emergency medical field units as outlined in 
Medical Division Bulletin No. 1, “Emergency Medical Service 
for Civilian Defense.” 

3. To inspect and select sites for the establishment of 
casualty stations. 
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4. To make a spot map of the locality, indicating the 
locations of hospitals, appropriate sites for casualty stations, 
depots for storage of stretchers, blankets, and collapsible 
cots and the locations of rescue squads. The map should 
indicate the number of emergency medical squads in each 
hospital. Copies of the map should be supplied to control 
centers, police and fire departments, the health department, 
the local Red Cross chapter, the state defense council, the 
regional director, the regional medical officer, and to all co- 
operating hospitals. 

5. To plan and establish adequate transportation service 
for casualties and medical personnel in consultation with 
local government departments, the American Red Cross and 
voluntary agencies." 

6. To arrange with the local control authority for field 
drills of emergency medical units and rescue squads in 
collaboration with police and fire auxiliaries, disaster relief, 
and canteen services of the American Red Cross, the ambu- 
lance transport service, and other civilian defense units and 
to supervise such drills. 

7. To make an inventory of hospital beds in the locality 
and of the possibilities for emergency expansion in bed 
capacity. 

8. To assist the authorities charged with preparing plans 
for evacuation in making an inventory of hospitals, con- 
valescent homes, sanatoriums, hotels, and other structures 
within a radius of 50 to 100 miles which might be used as 
base hospitals to which patients in city institutions could 
be evacuated. 

9. To assist the local volunteer office in establishing 
courses for volunteers in the field of health, medical care, 
nursing, and related activities. 

10. To stimulate recruitment of volunteers for nurses’ aide 
courses of the American Red Cross, assist the local Red 
Cross chapter in establishing training centers for volunteer 
nurses’ aides at appropriate hospitals and assist the Red 
Cross placement bureau in placing nurses’ aides with hospi- 
tals, clinics, health departments, and field nursing services 
after completion of training. 

11. To stimulate and guide extension of first-aid train- 
ing courses as widely as possible among the local population 
through the American Red Cross and other official and 
voluntary agencies. 

12. To stimulate and guide industrial plants. business 
establishments, and government bureaus in the locality in 
the training and organization of effective first-aid detach- 
ments among the employees. 

13. To collaborate with state and local health depart- 
ments and through them with the regional sanitary engineer 
in a comprehensive program for the protection of the com- 
munity against emergency sanitation hazards. 

14. To collaborate with local and state defense councils, 
Office of Civilian Defense, Federal Security Agency. Chil- 
dren’s Bureau, and other local, state, and federal authorities 
in the preparation of plans for evacuation, with particular 
attention to the medical needs of the population under such 
circumstances. 

15. To keep the community, and particularly the mem- 
bers of the health and medical professions and the partic- 
ipating official and voluntary organizations, informed of the 
plans and activities of the local emergency medical service. 


Glossary of Terms Used in Publications of the Medical 
Division of the Office of Civilian Defense 

Emergency medical field unit.—A group of physicians, 

‘A bulletin on transportation for the Emergency Medical Service is in 


preparation. It will include plans for stretcher teams, messenger service, 
ambulance and other transport needs of the Emergency Medical Service. 
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nurses, orderlies and volunteer nurses’ aides organized, 
equipped and trained for field casualty service in the event 
of a disaster. 

Emergency medical squad. — A subdivision of a field unit 
consisting of two or four physicians and an equal number 
of nurses and of nursing auxiliaries. A squad comprises the 
personnel required to operate a casualty station. 

Emergency medical team.—A _ subdivision of a squad 
consisting of one physician, nurse, and one or more orderlies 
or nurses’ aides. Team comprises the personnel required to 
operate an advanced first-aid post. 

Casualty station. —A site designated in advance for 
occupancy by an emergency medical squad in the event 
of a disaster. 

First-aid post.—A site close to the scene of disaster 
which is occupied temporarily to administer emergency first 
aid, classify casualties, and expedite their transfer to a 
hospital. 

Mobile first-aid post.—A large enclosed truck or van 
constructed and equipped to serve as a first-aid post when 
no suitable structures are available in a devastated area. 

First-aid detachment.—A group of employees of an in- 
dustrial plant, business establishment, or government depart- 
ment who have been trained in first aid and organized under 
a detachment leader for service to other employees in the 
event of a disaster. 

Rescue squad.—A specially trained group of fire auxil- 
iaries equipped with demolition tools for the extrication of 
casualties from wrecked buildings. 

Stretcher team.—A group of four or more volunteers 
who have been trained in first aid and stretcher bearing and 
who assist the rescue squad by transporting stretcher cases 
from the scene of a disaster to a first-aid post. 

Incident. — Devastation of a building or area by explosive 
or incendiary bombs. 

Decontamination squad. —A group of auxiliaries of the 
sanitation department trained and equipped to decon- 
taminate localities and structures in order to rid them of 
persistent chemical agents. 

Decontamination stations.—A _ special type (or sub- 
division) of a casualty station designed to decontaminate 
both injured and uninjured persons suffering from the effects 
of chemical agents, before they are transferred to a hospital. 

Medical depot.—Site for the storage of stretchers, 
collapsible cots, blankets, and other heavy equipment 
intended for casualty stations, usually located at transporta- 
tion centers, clinics, police and fire houses, and other suitable 
places. 


Location of Regional Offices 


First Civilian Defense Region—101 Milk Street, 
Boston, Mass. 

Second Civilian Defense Region — 111 
New York. 

Third Civilian Defense Region—400 Cathedral 
Baltimore, Md. 

Fourth Civilian Defense Region— Room 150, Hurt Build- 
ing, Atlanta, Ga. 

Fifth Civilian Defense Region — 427 
Columbus, Ohio. 

Sixth Civilian Defense Region — 120 South LaSalle Street, 
Chicago, Il. 

Seventh Civilian Defense Region — 620 World Herald Build- 
ing, Omaha, Neb. 

Eighth Civilian Defense Region — Room 
Building, San Antonio, Tex. 

Ninth Civilian Defense Region — 233 Sansome Street, San 


Francisco, Calif. 


Eighth Avenue, 


Street, 


Cleveland Avenue, 


1014, Majestic 











Procurement and Assignment Service 
for Physicians 






The content of this article is, to a large extent, an abstract of the paper having the same title in the “Journal 
of the American Medical Association,” December 6, 1941. 


THE claims of the military forces of the country 
and of the civilian population at a time of national 
emergency like the present are apt to be in conflict. 
It is obvious to all that if a large number of physi- 
cians are withdrawn from civil life and enter upon 
military duties, the civilian needs for physicians may 
become very difficult to fill. On the other hand, at the 
time of war, a nation must dedicate its resources to 
the winning of that war to the fullest possible extent 
even if necessary at times, to the point of demanding 
heroic sacrifices on the part of its citizens. Some- 
where a balance must be established so that the mili- 
tary needs and the civil needs for physicians may be 
placed into an approximately satisfactory equilibrium, 
assuming that all factors at any given time and place 
are taken into consideration. 

Up to a very recent date, there has been no author- 
ity which had the responsibility of selecting those 
physicians “who would be necessary for immediate 
(military) duty and who would be called for civilian 
practice” at a time of major need. At the last meeting 
of the American Medical Association in Cleveland, 
therefore, in June, 1941, the Association urged “the 
United States Government . . . to plan and arrange 
immediately for the establishment of a central au- 
thority . .. to be known as the Procurement and 
Assignment Agency for Physicians for the Army, 
Navy, and Public Health Service and for the civilian 
and industrial needs of the nation.” This request of 
the American Medical Association was forwarded to 
appropriate governmental officials after it had been 
extensively discussed in committee meetings and after 
the factual basis upon which the recommendation 
rested had been given the fullest consideration. The 
recommendation finally reached the office of Mr. Paul 
V. McNutt as Director of Defense Health and Wel- 
fare Services, who in turn forwarded it with his en- 
dorsement and formal request for action to the Presi- 
dent of the United States. The President approved the 
organization of the Procurement and Assignment 
Service on October 30, 1941. The initial meeting of the 
Board of the Procurement and Assignment Service 
was held in Washington on November 6 and a ‘subse- 
quent meeting took place on November 26. It would 
lead us too far here to report even in review the 
factual data upon which the recommendation rests. 
Suffice it to say in general that: 

a) The supply of physicians for both military and 
civilian needs cannot be regarded as adequate for even 
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the present strength of our military forces, the present 
number of industrial and other defense workers, and 
the general population ; 

b) If the military forces are to be expanded, a much 
greater number of physicians will undoubtedly be 
needed and the same is true if the defense program in 
industry is to be expanded. 

c) The shortage of interns will become progres- 
sively more and more felt. 

d) It probably will become more and more difficult 
to secure residents for our hospitals. 

Needless to say, these statements must be regarded 
as modifiable from time to time. 

It is obvious that this large question of the supply 
of physicians affects many phases of the national 
health services. Hence, the Board of Procurement and 
Assignment Service proceeded at once to organize 
committees in order that the viewpoints of the various 
branches of medical interest might be adequately safe- 
guarded. Accordingly, there were appointed commit- 
tees on dentistry, on hospitals, on industrial health 
and medicine, on medical education, on Negro health, 
on public health, on veterinary medicine, on women 
physicians, and on information. Moreover, liaison 
officers representing various federal agencies directly 
interested in the activities of the Procurement and 
Assignment Service have also been designated. 

The personnel of the Board and of the various com- 
mittee is the following: 


PERSONNEL OF THE BOARD OF 
PROCUREMENT AND ASSIGNMENT SERVICE 
AND OF ITS VARIOUS COMMITTEES 


Dr. Frank H. Lahey, Chairman, 
Medical Association, Boston, Mass. 

Dr. C. Willard Camalier, Chairman, Dental Preparedness 
Committee, American Dental Association, Washington, D. C. 

Dr. Harold S. Diehl, Dean, Medical Sciences, University 
of Minnesota, Minneapolis, Minn. 

Dr. James E. Paullin, Atlanta, Ga. 

Dr. Harvey B. Stone, Associate Professor of Surgery, 
Johns Hopkins University School of Medicine, Balti- 
more, Md. 

Dr. Sam F. Seeley, Executive Officer. 


President, American 


Committee on Dentistry 

Dr. John T. O’Rourke, Chairman, Dean, Dental School, 
University of Louisville, Louisville, Ky. 

Dr. Leroy M. S. Miner, Dean, Dental School, Harvard 
University, Boston, Mass. 

Dr. Frederick B. Noyes, Chicago, III. 

Dr. Guy S. Millberry, Los Gatos, Calif. 

Dr. B. K. Westfall, Indianapolis, Ind. 
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Committee on Hospitals 

Dr. Winford H. Smith, Chairman, Director, Johns Hopkins 
Hospital, Baltimore, Md. 

Dr. Nathaniel W. Faxon, Director, Massachusetts General 
Hospital, Boston, Mass. 

Dr. Claude W. Munger, Director, St. Luke’s Hospital, 
New York City, N. Y. 

Dr. M. T. MacEachern, Associate Director, 
College of Surgeons, Chicago, IIl. 

Rev. Alphonse M. Schwitalla, S.J., Dean, St. Louis Uni- 
versity School of Medicine, St. Louis, Mo. 


American 


Committee on Industrial Health and Medicine 

Dr. C. D. Selby, Chairman, Medical Director, General 
Motors Corporation, Detroit, Mich. 

Dr. A. J. Lanza, Assistant Medical Director, Metropolitan 
Life Insurance Company, New York City, N. Y. 

Mr. William Yant, Director of Research and Development, 
Mine Safety Appliance Company, Pittsburgh, Pa. 

Dr. Lloyd Noland, Chief Surgeon, Tennessee Coal, Iron 
and Railroad Company, Fairfield, Ala. 

Prof. Philip Drinker, Department of Industrial Hygiene, 
School of Public Health, Harvard University, Boston, Mass. 

Dr. George M. Smith, Department of Anatomy, Yale 
University School of Medicine, New Haven, Conn. 

Dr. E. C. Holmblad, Chicago, II. 


Committee on Medical Education 

Dr. C. Sidney Burwell, Chairman, Dean, Harvard Uni- 
versity Medical School, Boston, Mass. 

Dr. Willard C. Rappleye, Dean, College of Physicians and 
Surgeons, Columbia University, New York City, N. Y. 

Dr. John H. Musser, Professor of Medicine, Tulane Uni- 
versity School of Medicine, New Orleans, La. 

Dr. William S. Middleton, Dean, University of Wisconsin 
Medical School, Madison, Wis. 

Dr. Loren R. Chandler, Dean, Stanford University School 
of Medicine, San Francisco, Calif. 


Committee on Negro Health 

Dr. M. O. Bousfield, Chairman, Director of Negro Health, 
Julius Rosenwald Fund, Chicago, III. 

Dr. Russell A. Dixon, Dean, College of Dentistry, Howard 
University, Washington, D. C. 

Dr. A. N. Vaughn, Surgeon, Homer G. Phillips Hospital, 
St. Louis. Mo. 

Dr. G. Hamilton Francis, Norfolk, Va. 

Mr. A. W. Dent, Superintendent, Flint Goodridge Hospital, 
New Orleans, La. 

Committee on Public Health 

Dr. Carl V. Reynolds, Chairman, Raleigh, N. C. 

Dr. Gaylord West Anderson, University of Minnesota, 
Minneapolis, Minn. 

Dr. Waller S. Leathers, 
Medicine, Nashville, Tenn. 

Dr. Harry S. Mustard, New York City, N. Y. 

Dr. John L. Rice, New York City, N. Y. 

Committee on Veterinary Medicine 

Dr. J. G. Hardenbergh, Chairman, Executive Secretary, 
Veterinary Medical Association, Chicago, III. 

Dr, Harry W. Jakeman, President, Veterinary Medical 
Association, Boston, Mass. 

Dr. John R. Mohler, Chief, Bureau of Animal Industry, 
U. S. Department of Agriculture, Washington, D. C. 

Dr: William A. Hagan, Dean, Corneil University College 
of Veterinary Medicine, Ithaca, N. Y. 

Dr. Cassius Way, New York City, N. Y. 


Committee on Women Physicians 


Vanderbilt University School of 


Dr. Sara Murray Jordan, Chairman, Boston, Mass. 
Dr. Ruth Evelyn Boynton, University of Minnesota, 
Minneapolis, Minn. 


HOSPITAL PROGRESS 








409 


Dr. Margaret D. Craighill, Dean, Women's Medical College 
of Pennsylvania, East Falls, Philadelphia, Pa. 

Dr. Alice Hamilton, Hadlyme, Conn. 

Dr. Irma Jackson, Forest Hills, Long Island, N. Y. 

Dr. Ada Chree Reid, New York City, N. Y. 


Committee on Information 

Dr. Morris Fishbein, Chairman, Chicago, Ill. 

Mr. J. J. Bloomfield, Sanitary Engineer, U. S. Public Health 
Service, National Institute of Health, Bethesda, Md. 

Dr. John F. Fulton, Yale University School of Medicine, 
New Haven, Conn. 

Dr. Richard M. Hewitt, Mayo Clinic, Rochester, Minn. 

Dr. Ira V. Hiscock, Yale University School of Medicine, 
New Haven, Conn. 

Dr. Sanford V. Larkey, Division of Medical Sciences, 
National Research Council, Washington, D. C. 

Dr. Robert N. Nye, Managing Editor, New 
Journal of Medicine, Boston, Mass. 

Consultants will be appointed to the Service, as required. 


England 


Liaison Officers Designated by Federal Agencies 

The following liaison officers have been designated by the 
federal agencies concerned: 

Capt. Paul A. Paden, M.C., U. S. Army, Washington, D. C. 

Capt. P. M. Allbright, Medical Officers Reserve Section, 
U. S. Navy, Washington, D. C. 

Asst. Surg. Gen. Paul M. Stewart, U. S. Public Health 
Service, Washington, D. C. 

Dr. Hugo Mella, Veterans 
ington, D. C. 

Lieut. Col. C. G. Parker, Jr., Selective Service System, 
Washington, D. C. 

Dr. Verne K. Harvey, U. S. Civil Service Commission, 
Washington, D. C. 

Dr. George Baehr, Medical Director, Office of Civilian 
Defense, Washington, D. C. 

Dr. Edwin F. Daily, Director, Division of Health Services, 
Children’s Bureau, Washington, D. C. 


Administration, Wash- 


Purpose and Operation of the Service 

The purpose of the Procurement and Assignment 
Service is to “maintain a complete list of all physi- 
cians, dentists, and veterinarians of the entire coun- 
try with detailed information as to age, physical con- 
dition, professional qualifications, and availability for 
service in the various military, civil, and industrial 
agencies of the country.” 

The American Medical Association, the American 
Dental Association, and the American Veterinary 
Medical Association have placed their facilities at the 
disposal of the Government for the development of 
the new Procurement and Assignment Service. These 
groups will utilize their various existing committees, 
as for example, the Committee on Medical Prepared- 
ness of the American Medical Association, for the ac- 
tivities which the new Service expects to develop. A 
central office will be maintained by the Procurement 
and Assignment Service in Washington, D. C., but the 
rosters will be maintained in a regional office in 
Chicago. 

To facilitate the work of the Service, an advisory 
board will be appointed for each of the nine military 
Corps Areas of the country. Each of these boards will 
be composed of five members, one member represent- 
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ing respectively, medical education, hospitals, the 
Preparedness Committee of the American Medical As- 
sociation, and two civilian practitioners of medicine. 
The purpose of these boards will be to insure ade- 
quate professional care of the civilian population 
within the Corps Area as well as the selection of phy- 
sicians for military service. These boards also will 
function through existing local committees. Complete 
surveys of medical personnel in the various Corps 
Areas will be undertaken as soon as possible so that 
information may be available as promptly as possible 
to the various agencies and organizations which need 
it. The physicians, dentists, and veterinarians will, no 
doubt, volunteer for the various kinds of service which 
may be developed through the emergency. Individual 
physicians, dentists, and veterinarians will be asked 
to designate in what capacity they prefer to serve. 

The Committee on Information of the Procurement 
and Assignment Service will make available to the 
public at large as well as to the various agencies req- 
uisitioning medical service, the findings of the survey 
as well as the needs of the Army, the Navy, the Vet- 
erans’ Administration, and of the Public Health and 
Civil Services. 


Present Needs for Physicians 


At the present time, there is an immediate shortage 
of 1,499 officers in the Medical Corps of the Army. 
Just at present, there are no shortages in the Dental 
Corps Reserve and in the Veterinary Corps Reserve. 

Medical Education is, of course, greatly affected 
by the present situation. New policies have been de- 
veloped by the Association of American Medical Col- 
leges in cooperation with various military agencies 
and the American Medical Association. At the present 
time, all students of the schools of medicine are still 
subject to the Selective Service though deferments 
have been practically universally granted for the com- 
pletion of the medical curriculum by these students. 
The Junior-Senior students, however, are encouraged 
to apply for commissions as Second Lieutenants in the 
Medical Administrative Corps. If the commission is 
received, the student thereby is relieved of responsibil- 
ity to the Selective Service. He is expected, however, 
shortly after graduation to apply for a transfer to the 
Medical Corps and to assume all of those obligations 
which such a transfer implies. If he is commissioned 
in the Medical Corps, he may be on call to active 
medical duty in the Army for a period of five years 
from the date of his Commission. Ample assurances 
have been given that one year’s internship may be 
completed by each of these medical officers. 

In the Navy, it is expected that by June, 1942, there 
will be a need of 700 additional medical officers. These 
positions, however, will probably be filled by those 
who are at present completing their internships and 
by those physicians who are members of the Naval 
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Reserves. It has already been stated above that at the 
present time, there is an adequate number in the 
Dental Reserve Corps to meet the anticipated needs of 
the immediate future. 

In the Veterans’ Administration, there is now an 
acute shortage of 100 physicians. Specialists are need- 
ed in practically every field. It is anticipated that for 
the year 1942, 210 physicians and for the year 1943, 
300 additional physicians will be needed. It is difficult 
to forecast the future needs of physicians in the Vet- 
erans’ Administration since it cannot be forecast how 
many patients disabled in military service will be 
transferred to the Veterans’ Administration. 

In the Public Health Service, 100 medical officers 
are needed prior to the coming January Ist and ap- 
proximately 150 more by the end of June, 1942. A 
small number of dental officers will also be required 
for the coming year. Approximately 500 physicians 
will be required prior to July 1, 1942, in the Civil 
Service. In addition to all of these needs of the armed 
forces, the needs of the Office of Civilian Defense and 
of the civilian population must be given consideration. 

The Procurement and Assignment Service will have 
a further duty. There has recently been established 
the office of Defense Health and Welfare Services 
which will attempt to co-ordinate the health and wel- 
fare services of the country. In this undertaking, the 
Procurement and Assignment Service will strive to 
co-ordinate medical, dental, and veterinary personnel 
with the personnel in other fields related to or de- 
manding the specialized services of the various profes- 
sional health groups. It is clear from all of this that 
the Procurement and Assignment Service has a large 
responsibility entrusted to it, a responsibility which 
will be carried out effectively and to the great ad- 
vantage of the country by the wholehearted coopera- 
tion of the members of the health profession as well 
as by those who have responsibility for health prob- 
lems in the other phases of national life. 


Relation of the Procurement and Assignment 
Service to the Hospitals 


At this stage in the development of the Procurement 
and Assignment Service, its relationship to the hos- 
pitals with reference to an adequate supply of interns 
and residents and, in special cases, other staff mem- 
bers, can scarcely be forecast. It is likely, however, 
that if present plans mature the new Service will 
offer as effective a solution of many present-day hos- 
pital problems as can be devised under our existing 
conditions. Many suggestions have already been dis- 
cussed. It will undoubtedly take some time to deter- 
mine how many of these suggestions are valuable and 
how many can be usefully integrated into the plan of 
the new Service. The readers of Hosprtat Procress 
will be kept fully informed of the developments as 
they occur. — A. M. S., S.J. 
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+ Mother Mary Bonaventure (Burns), C.C.V.I. 
1867 - 1941 


The death on the Feast of St. Stanislaus Kostka, 
November 13, 1941, whom — in her humility, her love 
of retirement and the sweetness of her spirituality — 
she so strongly resembled, of Mother Bonaventure, 
Superior General of the Sisters 
of Charity of the Incarnate 
Word, calls from earth to 
heaven an active saintly nun 
who, despite her humility and 
love of solitude, achieved 
great things for God, the 
Church, and her own Reli- 
gious Order. Mentally most 
capable and widely concerned 
for all human interests, she, 
nevertheless, lived close to 
the Tabernacle and loved the 
seclusion of her religious cell. 
Despite her deep interest fn 
the affairs of Mexico, of the 
numerous houses of her Order 
in Texas and Missouri and 
her intimate understanding 
of the individual personal 
problems of her hundreds of 
Sisters, she was reputed by 
all who knew her to be a 
woman whose first concern 
was her own interior life, her 
union with God, her personal 
devotion and loyalty to her 
Christ. 

Mother Bonaventure was 
born in County Kerry, Ire- 
land, on November 16, 1867. 
At an early age she, as 
Ellen Burns, migrated to the United States and 
came to Texas. She entered the Congregation of the 
Sisters of Charity of the Incarnate Word and pro- 
nounced her first vows on August 14, 1886. So highly 
was she thought of by her Religious Superior that al- 
most immediately after making the profession of her 
perpetual vows, she was appointed Superior over a 
small community at Meyersville, Tex., where the Sis- 
ters conducted a public school. She proved herself an 
able administrator and executive and a leader of her 
nuns. It was this donum gubernandi which inspired 
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her Superiors to entrust to her many responsible posi- 
tions in the various houses of the Sisters in Mexico. 
She founded the English Academy in Mexico City, 
an institution which must have been dear to her 
pioneering heart but which 
she was destined to see con- 
fiscated by the Mexican Gov- 
ernment even at a time when 
as Mother General she was 
making her official visitation 
to the institution which she 
had founded. In due time, she 
returned to San Antonio to 
become a member of the Gen- 
eral Council and in 1911, she 
became Secretary General of 
her Congregation, a position 
which she filled for nineteen 
years. In 1930, she became 
Mother General of her 
Congregation. 

The history of the Sisters 
of Charity of the Incarnate 
Word is one of the romantic 
epics of the sisterhoods in the 
United States. Noted not 
only for their amazing multi- 
plication of houses and their 
spread not only in the state 
of Texas but beyond and also 
for the phenomenal excel- 
lence of the work which they 
are doing, the Sisters of the 
Incarnate Word through the 
administration of many of 
their Mothers General have 
achieved a commanding place among our Catholic 
teaching and nursing sisterhoods. It is unnecessary 
for the readers of this Journal to be reminded of the 
great outstanding excellence of the Santa Rosa Hos- 
pital of San Antonio. Well known as it is, however, 
it is but little different in its spiritual service from 
the other hospitals of the same Sisters in the state of 
Texas which have, each in its own place, influenced 
their respective communities and have imprinted upon 
these cities and towns the stamp of the particular 
spirit of the sisters of Charity of the Incarnate Word. 
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If the particular spirit of this Sisterhood calls for the 
continuing worship and adoration of “the Word made 
Flesh,” if in pursuance of that individuating trait of 
their Sisterhood those Sisters have sought to pene- 
trate more deeply than other sisterhoods can, into the 
mystery of the God made Man, and have sought thus 
to exemplify in their lives the humanity of Christ as 
made one with His Divinity, their work in this land 
of ours must be said to have achieved its objective 
in the sweetness of their service, in the self-sacrificing 
devotion of their activities and in the effectiveness of 
their efforts and achievements. 

The Sisters of Charity of the Incarnate Word know 
how much of their success under Christ they owe to 
the leadership of the great women who through God’s 
providence were called to lead this developing and 
rapidly growing community. They will venerate 
Mother Bonaventure as one who has left. the perma- 
nent mark of her spiritual personality upon the Con- 
gregation’s education and its welfare activity. She 
was able to do this because her life exemplified the 
love of God and the love of man conjoined in the dual 
nature but the single personality of Christ, of God 
made Man. There was no greater moment in her life 
than when in 1932, she brought home from her visit 
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to Rome and her audience with His Holiness, Pope 
Pius XI, the sublime privilege of Perpetual Adoration 
in the Chapel of the Motherhouse in San Antonio. 
She understood that that privilege and Christ’s con- 
tinual presence exposed on the altar of the home of 
her Order would—as no other privilege could — 
bring to her Sisters the spirit of the Incarnate Word. 
“God with us,” Christ with us, Emmanuel, was to be 
henceforth for her and all those who were near to 
her, the controlling and dominant thought of her life. 

Anyone who has knelt in that Chapel of Perpetual 
Adoration will know how near heaven is to earth, 
how near the Throne of the Most High is to the hovel 
of the beggar, how near the “Sanctus” of the Seraphim 
is to the wails and griefs of us poor sinners. It was 
my privilege under the impact of these overpowering 
experiences in her Chapel of Perpetual Adoration to 
have met Mother Bonaventure at the main door of 
the building that was to her the entry hall to heaven. 
The moment will remain unforgettable. May she rest 
in peace and may her spirit be for every hospital Sis- 
ter and especially for the Sisters of her Congregation 
a source of never ending inspiration to union with 
Christ. — A. M. S., SJ. 





Father Schwitalla wishes hereby to offer most 
humbly a word of the profoundest thanks to the 
Sisters, the nurses, and the staff members of the 
Catholic Hospitals and schools of nursing of the 
United States and Canada, for the innumerable 
prayers, the countless works of charity and de- 
votion, and the very great number of Holy 
Masses which were offered up for his recovery. 
He felt overwhelmed, when after the critical 
days of his illness, he was informed of the thou- 
sands who participated in the prayers that were 
sent heavenward for the restoration to health of 
one, who cannot but feel himself an inadequate 
servant in the cause of God, of His Church and 
of the Catholic hospital and school of nursing. 
He can only hope that his future activity for 
the Catholic Hospital Association of the United 
States and Canada, the opportunity for which 





A Humble Word of Profound Thanks 


he owes to the prayers of the Sisters and of those 
who prayed with them, may justify in some 
small measure the enormous wealth of the spir- 
itual benefactions which he has received. More- 
over, he feels assured that it was due to these 
prayers, that two recent scientific developments 
in medicine were made available efficaciously in 
achieving his recovery. Father Schwitalla there- 
fore offers to all, this brief assurance of his pro- 
found gratitude, of his sense of unworthiness, 
and of his desire to be allowed to be of some 
little service to those who so generously pre- 
sented before an all-provident, an all-merciful 
and an all-loving God, the Master of life and 
death, the needs of one who faces the obligation 
of now proving that the life that was saved 
through so much prayer, was worth the saving. 














